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PROCEEDINGS  OF  THE  SESSION 


Tuesday^  June  7— Aftebnoon 

The  Section  was  called  to  order  at  2  p.  m.,  in  Association 
Hall,  Y.  M.  G.  A.  Building,  by  the  Chairman,  Dr.  John  G. 
Clark,  Philadelphia. 

Dr.  William  8.  Gardner,  Baltimore,  read  a  paper  on  "Infec- 
tions of  the  Endometrium."    Discussed  by  Dr.  Novak. 

Dr.  Henry  O.  Marey,  Boston,  read  a  paper  on  "The  Plastic 
Surgery  of  the  Pelvic  Structures.^  Discussed  by  Drs.  Gilliam, 
Gilbert,  Hayden,  Hall,  Shoemaker,  Glasgow,  Rosenthal, 
Hinchey  and  Haroy. 

Dr.  Sidney  A.  Chalf ont,  Pittsburg,  read  a  paper  on  "Arterio- 
sclerosis of  the  Uterine  Vessels."  Discussed  by  Drs.  Novak  and 
Foulkrod. 

Dr.  Samuel  WyUis  Bandler  read  a  paper  on  "An  Ideal  Opera- 
tion for  the  Cure  of  Total  Prolapse  of  the  Uterus."  Discussed 
by  Drs.  Carstens,  Goffe,  Lawrence,  Baldy  and  Bandler. 

Dr.  George  Erety  Shoemaker  read  a  paper  on  'Tapillary 
Cystadenoma  of  the  Kidney,  Associated  with  Myoma  of  the 
Uterus  and  Spinal  Caries."   No  discussion. 

Dr.  J.  H.  Carstens  read  a  paper  on  "Uselessness  of  Local 
Treatment  in  Puerperal  Sepsis."  Discussed  by  Drs.  Zink4, 
Wetherill,  Boldt,  Glasgow,  Schwartz  and  Carstens. 

Wkdnxsdat,  June  8 — Mobning 

The  following  papers  were  read  and  discussed  as  a  sym- 
posium by  inventors  of  operations  for  retroflexion  of  the 
uterus: 

Dr.  R.  C.  Coffey,  Portland,  Ore.:  'Tlication  of  the  Round  and 
Anterior  Fold  of  the  Broad  Ligament  on  the  Anterior  Surface 
of  the  Uterus  for  Retrodisplacement." 

Dr.  J.  M.  Baldy,  Philadelphia:  "Attachment  of  Ligaments 
Posterior  to  the  Uterus." 

Dr.  D.  Tod  Gilliam,  Columbus,  O.:  "Intraperitoneal  Implan- 
tation of  Round  Ligaments." 

Dr.  F.  F.  Simpson,  Pittsburg,  Pa.:  "Intraperitoneal  Shorten- 
ing of  Round  Ugaments  (Simpson  Operation)." 

Dr.  A.  Goldspohn,  Chicago:  "Shortening  of  the  Round  Liga- 
ments Via  the  Temporarily  Dilated  Inguinal  Canals  Combined 
with  the  Bassini  Technic  in  Closure  of  the  Wounds." 

Dr.  £.  C.  Dudley,  Chicago:  "Resume  of  the  Surgical  Treat- 
ment of  Retrodeviations  of  the  Uterus." 
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These  six  papers  were  discussed  by  Drs.  Montgomery,  Mur- 
phy, Boldt,  Garstens,  Barrett,  Marcy,  Wathen,  Massey,  Gell- 
horn,  Byford,  Baldy,  Gilliam  and  Simpson. 

WEDinCSOAT,   JUNB   8— AmBlfOON 

The  meeting  was  called  to  order  at  2  p.  m.  by  the  Vice- 
Chairman,  Dr.  G.  C.  Frederick,  Buffalo. 

Dr.  John  G.  Clark,  Philadelphia,  read  his  Chairman's 
Address  entitled  ''Embryologic  and  Anatomic  Causes  for 
Obstinate  Constipation  in  Women;  Operative  Methods  for 
Relief."  Dr.  E.  E.  Montgomery  of  Philadelphia  moved  that  a 
vote  of  thanks  be  given  Dr.  Clark  for  his  very  able  presenta- 
tion.   Seconded  and  carried. 

The  following  five  papers  were  read  and  discussed  as  a 
Symposium  on  Bnteroptosis: 

Dr.  Richard  R.  Smith,  Grand  Rapids,  Mich.,  read  a  paper  on 
"Enteroptosis,  with  Special  Reference  to  Its  Etiology  and 
Development,  and  Remarks  on  the  Results  of  Examination  of 
400  Women,  with  Reference  to  This  Condition." 

Dr.  E.  H.  Skinner,  Kansas  City,  Mo.,  read  a  paper  on  'The 
X-Ray  in  the  Diagnosis  of  Bnteroptosis." 

Dr.  A.  W.  Crane,  Kalamazoo,  Mich.,  read  a  paper  on  ''Value 
of  the  Roentgen  Ray  in  Enteroptods." 

Dr.  John  H.  Musser,  Philadelphia,  read  a  paper  on  "The 
Physician's  Viewpoint." 

Dr.  A.  J.  Oehsner,  Chicago,  read  a  paper  on  'The  Surgical 
Viewpoint." 

These  five  papers  were  discussed  by  Drs.  Einhom,  Coffey, 
Korsell,  Carstens  and  Crane. 

Thxjbsdat,  JuifE  0— MoRNmo 

The  Nominating  Committee  reported  the  following  nomina- 
tions: Chairman,  Dr.  'Horace  G.  Wetherill,  Denver;  Vice- 
Chairman,  Dr.  Fred  J.  Tamsig,  St.  Louis;  Secretary,  Dr.  C. 
JefT  Miller,  Louisiana;  Delegate,  Dr.  A.  K  Benjamin,  AOnne- 
sota;  Alternate,  Dr.  S.  W.  Bandler,  New  York. 

The  report  was  accepted  and  the  nominees  were  elected. 

RBPORT  OF  CANCIB  OOMMITTEE 

The  report  of  the  Cancer  Committee,  consisting  of  Dr. 
Horace  G.  Wetherill,  Denver,  chairman,  and  Drs.  Henry 
Schwarz,  St.  Louis,  and  John  G.  Clark,  Philadelphia,  was  read 
and  accepted.    It  was  as  follows: 

A  reaolation  introduced  by  Dr.  Walter  B.  Dorsett  of  St. 
Louis,  and  approved  by  the  Section  on  Obstetrics  and  Diseases 
of  Women  at  the  last  meeting  at  Atlantic  City,  directs  your 
committee: 

1.  To  confer  with  the  Committee  on  Public  Instruction  of 
the  House  of  Delegates  [now  absorbed  into  the  new 
Council  on  Health  and  Public  Instruction]. 
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2.  To  formulate  plans  of  campaigning  against  cancer. 

3.  To  report  the  result  of  thdr  work  at  this  session. 

Dr.  John  G.  Clark,  chairman  of  the  Board  of  Public  Instrue- 
ti<m,  and  also  a  member  of  this  committee,  directs  our  atten- 
tion to  a  report  of  a  similar  committee  of  this  Section  made 
at  the  Boston  session  of  the  American  Medical  Association 
in  1906,  and  suggests  that  we  ''prepare  a  plan  which  may  be 
submitted  to  the  Board  of  Public  Instruction  in  time  for  con- 
sideration at  the  session  in  St.  Louis.** 

Your  committee  recommends  an  active  educational  cam- 
paign along  the  lines  indicated  in  the  excellent  report  of  the 
committee  of  1906,  uid  inasmuch  as  no  new  pathognomonic 
sign  or  symptom  of  cancer,  or  successful  new  treatment  for 
it,  has  been  discovered  since  that  report  was  made,  we  can 
only  urge  anew  that  our  Section  cooperate  with  the  Board  of 
Public  Instruction  in  an  energetic  effort  to  educate  women  to 
an  appreciation  of  the  known  early  signs  of  cancer  and  the 
importance  of  an  examination  by  a  competent  physician,  on 
the  one  hand,  and  that  on  the  other  hand,  we  exhaust  all  avail- 
able reeourcee  in  an  endeavor  to  impress  tm  every  member 
of  our  profession  his  personal  responsibility  for  an  early  and 
accurate  diagnosis  of  cancer,  and  a  timely  removal  of  the 
growth  by  a  competent  surgeon. 

Briefly  formulated,  the  points  to  be  kept  in  mind  are  the 
following: 

1.  Cancer  in  the  female  is  mostly  cancer  of  the  breast  and 

cancer  of  the  uterus. 

2.  Both  forms  of  cancer  are  curable. 

3.  Curability  depends  at  present  on  early  diagnosis  and 

early  operation. 

The  measures  which  we  should  advocate  must  be  two-fold: 
We  must  find  ethical  means  of  informing  the  public  of  the 
fact  that  cancer  is  curable,  and  of  the  necessity  of  submitting 
to  an  early  examination.  This  information  could  be  issued 
by  the  American  Medical  Association  through  a  central  bureau 
of  information. 

We  must  further  educate  the  medical  profession  to  a  full 
understanding  of  the  precient  status  of  the  curability  of  cancer 
and  cover  the  following  points: 

1.  The  necessity  of  early  competent  local  examination  of 

all  suspicious  oases  (especially  on  return  of  the  menses 
alter  the  menopause) . 

2.  The  necessity  of  obtaining  material  by  curettage  or  trial 

excision  for  microscopic  diagnosis. 

3.  The  necessity  of  placing  these  oases  in  competent  hands, 

and  the  wrong  toward  the  patient  that  is  committed, 
when  her  doctor  temporizes  with  a  suspected  case. 

4.  The  neoeesity  of  furnishing  honest  and  reliable  statistics. 
These  oould  be  furnished  by  the  American  Medical  Associa- 
tion through  the  county  societies. 
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If  we  inititate  a  campaign  for  early  diagnoris  and  early 
operation,  we  alioald  at  the  aame  Ume  agitate  against  late 
operation^  with  miarepresentation  of  statistiea. 

The  methoda  employed  in  the  educational  campaign  of  the 
National  Aatodation  for  the  Study  and  Prerention  of  Taber- 
culoaia,  or  the  publicity  gi^ea  the  dtoeoaaion  of  the  daagwa 
of  delayed  operations  and  the  safety  and  low  mortality  of  early 
operations  for  appendicitis,  with  certain  modifications,  might 
be  applied  to  a  cancer  campaign.  The  popular  tendea^  to 
conceal  cancer  as  a  loathsome  and  incurable  disease  of  which 
one  may  feel  ashamed,  and  the  belief  that  it  comea  only 
through  heredity,  must  be  educated  out  of  the  people.  Just  as 
similar  Tiews  regarding  tuberculosis  have  been  educated  out 
of  them. 

Each  physician  must  become  a  missionary  to  preach  and 
teach  the  primary  local  origin  of  cancer  and  the  poasibility 
of  a  cure  tiirough  an  early  diagnosis  and  operayon  while 
the  disease  is  looaL  In  this  eifort,  national,  state^  county  and 
city  health  bodies  must  cooperate,  and  our  cabinet  health 
ofllcer  (when  appointed)  ahould  collect  detailed  statistics 
and  issue  official  educational  bulletins  regarding  it. 

Women's  organizations  of  large  membership  and  of  na- 
tional scope  might  be  made  the  mediums  through  which  an 
educational  propaganda  could  be  established.  One  organisation 
in  particular,  the  National  Congress  of  Mothers,  is  devoted 
solely  to  the  consideration  of  questions  associated  with  mother- 
hood. It  is  organized  in  thirty-four  states  and  has  numy  thou- 
sands of  members  who  should  be  interested  and  ultimately 
become  our  allies. 

Many  efTective  educational  units  could  so  be  added  to  our 
working  force.  The  propriety  and  fitness  of  such  an  alliance 
would  commend  itself  to  every  one,  as  in  women  the  disease 
in  question  most  often  iuTades  the  organs  direetly  invohred 
in  motherhood,  and  it  frequently  has  its  origin  in  the  sear 
tissue  incident  to  injuries  receiTed  during  childUrth. 

Scientific  pediatrics,  quarantine,  preventiTe  medidne,  serum 
therapy  and  timely  surgery  haye  so  reduced  the  mortality  of 
childhood  and  early  life  that  the  relatiTe  and  abaolute  mor- 
tality of  the  later  years  is  increased  beyond  any  figure  here- 
tofore attained,  and  of  this  increase,  deaths  from  cancer  con- 
stitute an  actual  as  well  as  a  relatiTc  disproportion  which  Is 
truly  alarming. 

Until  something  better  is  given  to  the  world  we  must  rely 
on  the  clinical  experience  of  the  past,  and  we  can  hope  for 
satisfactory  results  only  through  early  diagnoais  and  the 
complete  removal  of  the  primary  local  focus  of  the  diaease. 

Dr.  J.  Riddle  Goffe,  New  York  aty,  read  a  paper  on  "Tuber- 
culosis of  the  Female  Organs  of  Generation  and  the  Peri- 
toneum." Discussed  by  Drs.  Novak,  Frederick,  Gilmore,  By- 
ford,  Gilliam,  A.  Miles  Taylor,  and  Goffe. 
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The  following  four  papers  were  read  and  discussed  aa  a 
Symposium  on  Carcinoma  of  the  Uterus: 

Dr.  John  A.  Sampson,  Albany,  N.  T.:  "The  Participation  of 
the  Glandular  System  and  Tissues  Adjacent  to  the  Uterus  in 
Carcinoma  of  the  Uterus." 

Dr.  J.  H.  Jacohson,  Toledo,  O.:  'The  Results  Obtained  by 
the  Radical  Abdominal  Operation  for  Carcinoma  of  the 
Uterus.*' 

Dr.  Emil  Ries,  Chicago:  ''The  Diagnosis  of  Opetability  of 
Carcinoma  of  the  Cervix  of  the  Uterus.** 

Dr.  C.  C.  Frederick,  Buffalo,  N.  Y.:  "Further  Observations 
on  the  Use  of  the  Cautery  in  the  Treatment  of  Carcinoma  of 
the  Uterus." 

These  four  papers  were  discussed  by  Drs.  GeUhom,  Peterson, 
Goldspohn,  Hosier,  Wetherill,  Jacobson  and  Ries. 

Thubsdat,  June  9 — Aftebnoon 

The  Vice-chairman,  Dr.  C.  C.  Frederick,  Buffalo,  N.  T., 
called  the  meeting  to  order  at  2  p.  ul 

Dr.  Channing  W.  Barrett,  Chicago,  read  a  paper  on  "The 
Place  of  Heboeteotomy  as  an  Aid  to  Delivery."  Discussed  by 
Drs.  Zinke,  Foulkrod,  Fry,  Bums  and  Barrett. 

BBPOBT  or  oomcirnEE  on  phabmaoopeia 

The  report  of  the  Conunittee  on  Revision  of  the  Pharma- 
copeia was  presented,  and  on  motion  adopted.  It  was  as 
follows: 

On  Dec.  19,  1909,  Dr.  John  G.  Clark,  chairman  of  the  Sec- 
tion, appointed  the  undersigned  committee  to  suggest  such 
changes  in  the  Pharmacopeia  as  the  experience  of  gynecol- 
ogists and  obstetricians  throughout  the  country  would  seem 
to  justify.  The  preliminary  report  of  the  results  of  our 
investigation  was  presented  on  April  30,  in  order  that  the 
information  gained  might  be  utilized  at  the  meeting  of  the 
Pharmacopeial  Convention,  held  May  10,  at  Washington. 

In  order  that  the  recommendation  of  this  committee  might 
go  to  the  Pharmacopeial  Convention,  not  merely  as  the  opin- 
ion of  one  or  two  members,  but  as  an  expression  of  the 
approval  or  dissent  of  several  hundred  members  of  this  Sec- 
tion, it  was  decided  to  employ  the  return -postal'  ballot  to  find 
out  what  was  the  opinion  of  the  majority.  Through  the  gen- 
erosity of  The  Joubnal  of  the  American  Medical  Associa- 
tion the  necessary  printing  and  mailing  was  done  without  any 
expense  to  the  Section.  In  order  that  all  the  members  might 
vote  with  an  intelligent  understanding  of  the  important  points 
involved,  there  was  sent  to  each  member  the  following  cir- 
cular: 

"It  would  be  manifestly  unjust  and  unwise  to  include  in  our 
Pharmacopeia  any  preparation  whose  name  is  trademarked  or 
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whose  mode  of  manufacturing  is  patented.  To  obviate  this 
very  serioua  drawback  in  our  copyright  laws,  we  must  employ 
the  expediency  of  introducing  these  substances  into  the  Phar- 
macopeia under  new  names. 

''Your  committee  has  therefore  deemed  it  wise  for  you  to 
express  your  opinion,  not,  for  instance,  on  the  relative  merits 
of  ergone,  ergotol,  emutin,  etc.,  but  on  the  desirability  of  a 
purified  concentrated  preparation  of  ergot.  If  the  physicians 
of  the  country  think  such  a  preparation  a  necessity,  it  becomes 
the  duty  of  the  committee  on  Revision  of  the  Pharmacopeia 
to  suggest  a  method  of  manufacture,  standard  tests,  and  a 
suitable  name.  What  applies  to  ergot  is  true  of  the  other 
preparations  concerning  which  you.  are  asked  to  express  your 
opinion.  The  technical  difficulties  regarding  an  accurate 
method  of  standardization  can  be  safely  left  to  the  Ck>mmittee 
on  Revision.  What  your  committee  desires  to  know  is  which 
of  these  preparations  have  so  far  proved  their  usefulness  as 
to  justify  inclusion  in  the  Pharmacopeia." 

Owing  to  the  large  number  of  members  of  this  Section  The 
JoTJBNAL  felt  that  it  would  suffice  to  send  the  circular  and 
postal  card  to  every  other  member  on  the  list  of  membership. 
Of  the  500  communications  thus  sent  out,  replies  were  received 
from  196.  The  interest  shown  in  the  subject  is  indicated, 
not  merely  by  the  number  of  replies,  but  by  the  care  taken  in 
the  consideration  of  each  special  topic  brought  up  for  dis- 
cussion. In  many  instances,  the  vote  was  not  merely  expressed 
by  "yes"  or  "no,"  but  by  additional  comments.  An  analysis 
of  the  vote  cast  is  as  follows: 

1.  A  purified  concentrated  preparation  of  ergot  for  hypo- 
dermic use. 

The  vote  on  this  question  was,  182  yes;  13^  no;  not  voting, 
1.  Which  one  of  the  various  methods  in  isolating  the  active 
principle  of  ergot  will  prove  to  be  best  is  a  question  to  be 
determined  by  the  members  of  the  Committee  on  Revision. 
The  essential  thing  is  that  the  prepfiration  shall  be  free  from 
inactive  or  irritating  substances;  that  it  should  be  aseptic 
and  concentrated,  so  as  to  be  suitable  for  hypodermic  use,  and 
that  physiologic  standards  should  be  required  to  test  its 
efficiency. 

2.  A  non-irritating  silver  solution.  The  vote  was  186  yes, 
7  no,  and  3  not  voting.  The  irritation  caused  by  the  injection 
of  silver  nitrate  in  cases  of  cystitis,  and  in  the  prophylactic 
measures  employed  against  ophthalmia  of  the  new -bom  has  led 
practitioners  to  favor  the  less  irritating  silver  solutions, 
such  as  argyrol,  argentamin,  etc.  It  would  seem  that  con- 
siderable difficulty  will  be  found  in  establishing  accurate 
chemical  tests  for  the  proper  manufacture  of  such  a  prepara- 
tion of  silver,  but  that  it  is  wanted  by  the  profession  is 
clearly  shown  by  the  vote. 

3.  A  liquid  preparation  of  the  adrenal  gland.  The  vote 
was  185  in  favor,  5  against,  and  6  not  voting.     Physiologic 
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tests  will  be  required  to  determine  the  efficacy  of  this  product 
also. 

4.  A  preparation  of  cotamin.  The  fact  that  31  of  the  replies 
left  this  question  unanswered  would  indicate  that  a  consider- 
able pre^ntage  of  the  profession  is  still  ignorant  of  its  value 
as  a  uterine  hemostatic.  Nevertheless,  the  fact  that  of  the 
remaining  166  votes,  123  favored  the  introduction  of  this 
substance  into  the  Pharmacopeia,  and  only  42  opposed  it, 
would  justify  its  recommendation  by  the  conunittee. 

5.  A  less  toxic  form  of  cocain.  There  seemed  to  be  prac- 
tical unanimity  of  opinion  regarding  this  substance.  One 
hundred  and  seventy-six  favored  its  introduction,  12  opposed 
it,  and  8  did  not  vote.  The  great  number  of  preparations  of 
this  sort  that  have  been  put  on  the  market  justify  the  belief 
that  some  equally  good  method  of  isolating  a  less  toxic  form 
of  cocain  can  be  worked  out  by  the  Committee  on  Revision. 
It  is  hoped  that,  in  naming  this  substance,  a  short  synonym 
will  be  provided,  in  order  to  facilitate  its  competition  with 
the  proprietary  substances  already  on  the  market. 

6.  An  extract  of  ovarian  tissue  and  of  the  corpus  luteum. 
Of  all  the  substances  submitted  to  vote,  this  was  the  only  one 
that  failed  to  secure  more  than  a  bare  majority.  There  were 
99  voting  yes,  67  voting  no,  and  28  not  voting.  If  the  Phar- 
macopeia is  to  include  only  those  drugs  that  have  the  unequiv- 
ocal indorsement  of  the  profession,  we  are  not  justified,  from 
the  vote,  in  recommending  the  inclusion  of  an  ovarian  extract 
into  the  Pharmacopeia.  It  is  probable  that  in  the  next  five  or 
ten  years  our  knowledge  of  the  manufacture  and  physiologic 
action  of  these  organic  extracts  may  be  so  much  improved  as 
to  justify  their  admission  into  the  Pharmacopeia,  but  for  the 
present  we  ought  to  assume  a  conservative  standpoint. 

7.  A  counter-irritant  preparation  similar  to  ammonium 
ichthyol-sulphonate.  The  vote  stood,  166  yes,  19  no,  and  not 
voting  8.  There  seems  to  be  no  reason  why  this  substance 
should  not  be  admitted  to  the  Pharmacopeia,  as  its  use  in 
gynecology,  as  well  as  in  other  conditions,  has  been  sufficiently 
demonstrated.  Owing  to  the  copyright  laws  in  this  country, 
it  would  not  be  advisable  to  introduce  the  substance  into  the 
I^iarmacopeia  under  its  ordinary  name  of  ichthyol.  The 
chemical  name,  on  the  other  hand,  is  too  cumbersome  for  the 
practitioner's  use.  We  trust  that  some  simple  synonym,  of 
not  over  three  syllables,  will  be  adopted. 

8.  A  simplified  name  for  hexamethylenamin.  One  hundred 
and  eighty-one  favored  a  simplification,  nine  opposed  it,  and 
six  did  not  vote  on  this  question.  The  nomenclature  of  sub- 
stances in  the  Pharmacopeia  is  of  considerable  importance. 
It  should  serve  two  purposes:  one,  to.  indicate  the  correct 
chemical  composition  of  the  preparation,  as  nearly  as  possible; 
the  other,  to  give  a  short,  easily  remembered  name,  for  every- 
day use,  by  the  practitioner.  These  abbreviations  of  chemical 
terms  should  not,  as  in  the  case  of  hexamethylene  tetramine, 
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consist  merely  of  the  elimination  of  two  syllables  C'tetra"), 
but  the  name  should  be  cut  down  to  such  a  simple  form  as 
"hexamin,"  even  if  chemically,  such  an  appellation  means 
little  or  nothing.  If  the  U.  8.  Pharmacopeia  Is  to  oompete 
with  proprietary  medicines,  its  terminology  must  be  simplified 
for  use  by  the  busy  general  practitioner. 

Ten  substances  in  the  Pharmacopeia,  primarily  used  by 
gynecologists,  were  placed  on  the  postal  card  ballot,  with  the 
▼iew  of  determining  whether  they  should  be  retained  in  the 
next  edition  of  that  book.  The  vote  on  these  ten  products 
was  as  follows: 

1.  Hedeoma. — The  vote  was  179  in  favor  of  exclusion,  17 
of  retention. 

2.  Oleum  hedeoms. — ^The  vote  was  179  to  exclude  it  and 
17  to  retain. 

3.  Vinum  ergotse. — The  vote  was  173  to  exclude  it  and  23 
to  retain  it. 

4.  Zea. — The  vote  was  171  to  exclude  it,  25  to  retain  it. 

5.  Gossypii  cortex. — ^The  vote  was  154  to  exclude  it,  42  to 
retain  it. 

6.  Glyceritum  hydrastis. — The  vote  was  137  to  exclude  it, 
59  to  retain  it. 

7.  Vibumum  opulus. — The  vote  was  128  to  exclude  it,  68 
to  retain  it. 

8.  Uva  ursi. — The  vote  was  118  to  exclude  it,  78  to  retain  it. 

9.  Gerii  oxalas. — The  vote  was  79  to  exclude  it,  117  to 
retain  it. 

10.  Vibumum  prunifolium. — The  vote  was  71  to  exclude  it, 
125  to  retain  it. 

There  can  be  no  question  that  physicians,  as  a  whole,  do 
not  use  the  first  five  of  these  preparations  enough  to  justify 
their  retention  in  the  Pharmacopeia,  and  likewise  no  question 
but  that  cerium  oxalate,  and  viburnum  prunifolium  apparently 
give  results  in  the  hands  of  many  physicians,  so  that  they 
should  be  retained.  What  disposition  should  be  made  of  the 
remaining  three  preparations  (glyceritum  hydrastis,  uva  ursi, 
and  vibumum  opulus),  may  be  left  to  the  discretion  of  the 
Committee  on  Revision. 

Fbed  J.  Taussig,  St.  Louis,  Chairman. 

Hbnbt  T.  Bteobd,  Chicago. 

Gut  L.  Hunneb,  Baltimore. 

The  following  five  papers  were  read  and  discussed  as  a 
Symposium  on  Bclampsia: 

Drs.  E.  P.  Davis  and  Collin  Foulkrod,  Philadelphia:  ''The 
Etiology  of  Eclampsia";  read  by  Dr.  Foulkrod. 

Dra.  Edwin  B.  Cragin  and  Edward  T.  Hull,  New  York: 
"Treatment  of  Eclampsia,  Including  a  Comparison  of  the 
Dangers  of  Chloroform  and  Ether  in  this  Condition";  read  by 
Dr.  Hull. 
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Dr.  Henry  D.  Fry,  Washington:  ''Vaginal  Cesarean  Secti<m 
in  Bdampsia.'' 

Dr.  Reuben  Peterson,  Ann  Arbor,  Mich.:  'Indications  for  and 
Technic  of  Rapid  Emptying  of  the  Uterus  in  the  Toxemias  of 
Pr^inancy." 

Dr.  Joseph  B.  De  Lee,  Chicago:  "The  Surgical  Treatment  of 
Edampda**;  read  by  the  Secretary,  Dr.  C.  Jeff  Miller. 

These  five  papers  were  discussed  by  Drs.  Schwartz,  Zinke, 
Ostrstens,  Blondhe,  Bums,  Rosenthal,  Ritter,  Foulkrod,  Hull, 
Fry  and  Peterson. 
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THE    SURGICAL    CONSIDERATION    OF    CON- 
GENITAL  AND    DEVELOPMENTAL  DE- 
FECTS  LEADING   TO    OBSTINATE 
CONSTIPATION 


JOHN  G.  CLARK,  M.D. 

PHIUIDELPHIA 


To  arrive  properly  at  a  basis  for  the  study  of  consti- 
pation and  tympanitis,  with  their  coincident  autointox- 
ication^ one  must  start  well  back  of  the  condition  of  dis- 
ability and  investigate  the  various  embryologic,  anato- 
mic, and  physiologic  factors  which  may  ultimately  pro- 
mote the  train  of  pathologic  symptoms. 

Probably  no  condition  is  more  lightly  viewed  by  phy- 
sicians in  general  than  constipation,  possibly  because 
it  is  so  common,  and  possibly,  also,  because  in  many 
instances  it  is  more  or  less  easily  set  aside  by  laxatives. 
Unless,  therefore,  this  symptom  becomes  so  exaggerated 
as  to  suggest  a  possible  obstruction,  it  is  usually  viewed 
with  professional  equanimity.  There  is  a  growing 
tendency  to  look  on  the  various  laboratories  of  the 
human  body  as  the  generating  ground,  not  only  of  phy- 
siologic, but  under  abnormal  conditions  of  various 
pathologic  products,  in  one  instance  beneficent,  in  the 
other  very  deleterious  to  health.  The  thyroid  has 
already  taken  its  place  as  the  emanating  source  of  vari- 
ous toxic  principles,  likewise  the  adrenals,  the  tonsils, 
etc.  From  that  vast  group  of  individuals  who  are 
designated  neurasthenics  have  been  culled  certain 
groups  which  may  be  traced  to  these  sources.  Of  late 
years  the  gastro-intestinal  tract  has  been  found  to  be  a 
prolific    source  of  neurasthenic    symptoms,    and    such 
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radical  enthusiasts  as  MetchnikoflE  would  have  us  believe 
that  the  colon^  because  of  these  noxious  emanations^  is 
a  worse  than  useless  reservoir,  and  following  this  train 
of  thought  Arbuthnott  Lane  advises  the  extirpation 
of  this  organ  in  chronic  constipation  and  claims  bril- 
liant results  from  the  operation.  Between  all  radical 
negative  and  positive  viewpoints  of  a  theoretical  nature 
there  is  usually  a  happy  midway  position;  to  ignore 
the  colon  as  a  source  of  trouble  would  be  heresy,  for  it 
is  self-evident  that  fecal  stasis  is  a  source  of  serious 
autointoxication.  On  the  other  hand,  as  we  better  un- 
derstand this  question,  the  total  excisions  of  the  colon 
would  appear  too  radical,  for  Cannon's  work  indicates 
beyond  question  that  the  large  intestine  has  a  very  im- 
portant function  in  the  absorption  of  residual  food 
products  passed  on  from  the  small  intestine.  It  is  there- 
fore not  a  temporary  reservoir  but  a  very  important 
food  receptacle  from  which  much  nutrition  is  abstracted. 

COMPARATIVE    ANATOMY 

There  is  no  organ  in  the  body  with  such  diversity  of 
morphology  to  suit  variations  in  function  in  different 
species  of  animals  as  the  intestinal  tract.  The  stomach 
actively  pari;icipates  in  the  mixing  and  digestion  of  cer- 
tain portions  of  foods;  the  small  intestine,  beginning  with 
the  duodenum,  f uri;her  elaborates  the  process,  and  from 
that  point  on  not  only  digestion  but  active  absorption  is 
taking  place.  The  physical  life  of  the  animal,  bird  or 
reptile,  and  the  character  of  food  which  it  ingests,  ap- 
pear to  determine  the  morphology  of  the  small  and 
large  intestine.  Thus,  as  stated  by  Huntington,  in 
such  creatures  as  birds  which  make  long  flights,  requir- 
ing not  only  sustained  effort  but  incredible  repetitions 
of  dynamic  explosions,  the  food  must  be  rapidly  ab- 
sorbed, and  there  is  no  place  for  residual  food  from 
which  slow  abstraction  of  nutrition  occurs.  For  in- 
stance, the  canvasback  duck  has  relatively  a  very  long 
small    intestine   and  a  very   short   colon,    almost  of  a 
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cloacal  type.  On  the  contrary,  the  ostrich,  which  is 
slower  of  movement  and  feeds  on  a  more  bulky  food, 
has  a  very  long  colon.  The  wide  variation  in  animals 
is  noted  in  such  birds  of  prey  as,  for  instance,  the  eagle ; 
the  length  of  the  colon  as  compared  with  the  small  in- 
testine is  only  1  to  68  or  70,  while  in  the  cassowary,  a 
species  of  ostrich,  it  is  1  to  6,  or  practically  more  than 
ten  times  as  long.  In  animals  which  have  long  resting 
periods  with  only  occasional  demands  for  great  rapiditj* 
and  sustained  effort,  the  colon  is  usually  very  capacious, 
in  some  species  becoming  an  enormous  reservoir. 

As  the  result  of  his  splendid  research  in  the  compara- 
tive physiology  of  the  large  intestine,  Huntington*  says : 

While  digestion  of  food  substances  will  not  be  inaugurated 
in  the  large  intestine,  material  already  in  the  process  of 
digestion  and  mixed  with  the  intestinal  juices  of  the  pre* 
ceding  segment  will  be  further  elaborated  in  this  portion  of 
the  canal  and  the  nutritive  products  absorbed.  This  is  es- 
pecially the  case  in  herbivora  and  omnivora,  whose  food  is 
bulky,  containing  a  large  amount  of  refuse  material  and  is 
hence  only  slowly  digested.  On  the  other  hand  the  food  of 
the  camivora  is  easily  and  rapidly  digested  and  absorbed. 
After  passing  through  the  small  intestine  hardly  any  sub- 
stances remain  which  are  capable  of  digestion  and  absorption. 
Hence  the  large  intestine  of  herbivora  and  omnivora  is  usually 
longer  in  proportion  to  the  small  intestine  than  it  is  in 
carnivorous  animals.  In  the  former  this  segment  of  the 
canal  ftmctions  as  an  accessory  digestive  apparatus  and  hence 
often  develop  accessory  structural  modifications,  such  as  a 
large  cecum  and  spiral  colon,  while  in  the  latter  it  acts  almost 
solely  as  a  canal  for  the  evacuation  of  the  indigestible  rem- 
nants. Again,  the  large  intestine  is  better  developed  in  the 
higher  animals,  in  mammalia  and  to  a  lesser  degree  in  birds, 
in  whom  the  functional  demands  for  nutrition  are  active  and 
require  that  a  relatively  large  amount  of  food  should  pass 
through  the  digestive  tract  in  a  given  time. 

Man  occupies  a  midway  position  in  colonic  develop- 
ment. The  human  race  is  omnivorous,  taking  all 
classes  of  food.  A  good  absorbing  surface  as  represented 
by  the  17  to  18  feet  of  small  intestine  is  necessary,  and 

1.  Anatomy  of  Peritoneum  and  Abdomen,  p.  lOa 
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at  the  same  time  a  capacione  colon  for  the  retention  of 
residual  food  products  is  likewise  essential. 

Prom  this  brief  review  of  the  comparative  anatomy 
of  the  large  bowel  it  is  evident  that  in  either  the  lower 
or  higher  animals  it  is  not  a  useless,  although  it  may 
be  a  dispensable,  organ. 

PHYSIOLOGY  OP  THE  LABGE  AND  SMALL  INTESTINE 

The  general  principle  of  alimentary  digestion  may 
be  defined  as  consisting  of  three  phases;  first,  mixture 
of  food  with  the  digestive  juices;  second,  the  exposure 
of  food  to  the  absorbing  mucous  membrane,  and,  third, 
the  propulsion  of  the  food  through  the  alimentary  canal. 
The  first  takes  place  in  the  stomach  and  duodenum; 
the  second  in  the  small  and  a  part  of  the  large  intes- 
tine. The  rate  of  propulsion  and  fluid  state  of  the 
food  largely  determine  the  amount  of  absorption.  Pood 
in  transit  from  the  stomach  to  the  anus  usually  requires 
24  to  36  hours,  only  6  to  8  of  which  are  occupied  by 
the  small,  and  the  remainder  by  the  large  intestine. 

As  a  broad  proposition,  therefore,  one  may  say  that 
the  mechanical  causes  of  constipation  exist  in  the  large 
and  not  in  the  small  intestine.  In  the  small  bowel  the 
food  is  fluid,  and  therefore  is  easily  propelled  along 
this  18  feet  of  flexible  tubing.  When,  however,  it 
reaches  the  large  intestine  in  a  mushy  or  semi-fluid 
state,  slower  inspissation  takes  place  through  the  assim- 
ilation of  the  last  remains  of  the  nutritious  portion  of 
the  food.  This  process  must  necessarily  be  slower,  for 
the  minimum  part  of  the  nutriment  with  a  maximum 
of  residue  is  emptied  from  the  ileum  into  the  cecum. 

Cannon  has  shown  in  his  splendid  series  of  investi- 
gations on  the  physiology  of  digestion  that  the  small 
intestine  is  much  more  actively  engaged  in  the  segrega- 
tion or  segmentation  of  food  than  in  its  mere  propul- 
sion from  one  end  to  the  other.  He  has  shown  that 
there  are  two  types  of  motility,  one  given  over  to  the 
segmentation  of  food  in  short  blocks  in  the  small  in- 
testine, thus  giving  sufBcient  time  for  thorough  diges- 
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tion  as  well  as  absorption.  During  this  process  the 
mucous  membrane^  with  its  large  absorbing  valrols 
conniventes,  is  thrust  into  the  food  mass,  thus  ex- 
posing its  maximum  surface  to  absorption.  The  second 
movement  is  peristaltic,  slowly  carrying  the  food  from 
one  block  to  another  downward  toward  the  cecum. 

From  this  brief  reference  to  intestinal  digestion  it  is 
evident  that  the  small  bowel  plays  very  little  if  any 
part  in  mechanical  constipation.  That  the  diminution 
or  absence  of  certain  intestinal  juices  in  the  food  may 
lead  to  constipation  of  a  more  or  less  functional  char- 
acter is  unquestioned,  but  this  does  not  as  a  rule  ac- 
count for  the  progressive  constipation,  starting  in  in- 
fancy or  adolescence  and  terminating  in  symptoms 
closely  related  to  or  actually  terminating  in  partial  ob- 
struction. It  is  to  this  class  of  cases  that  we  are  giving 
our  attention,  and  it  is  this  iype  which  is  largely  ascrib- 
able  to  mechanical  faults  of  congenital  and  develop- 
mental character. 

EMBRYOLOGIO    CONSIDERATIONS 

To  understand  properly  the  progressive  constipation 
of  adults  we  must  recur  to  the  development  of  the 
intestinal  tract.  We  cannot  study  this  complicated 
mechanical  process  without  arriving  at  the  conclusion 
that  here  lies  the  chief  cause  of  the  defects  or,  as  veryw 
clearly  summarized  by  my  associate.  Dr.  Floyd  Keene, 
"The  potential  factors  are  present  in  early  life  and  later 
become  active  as  the  result  of  habit,  physiologic  sluggish- 
ness or  mechanical  defects,  especially  developing  in 
women  from  defective  child-bearing  process.^^ 

The  gastrointestinal  canal  consists  ♦  primarily  of  a 
straight  tube  closely  attached  to  the  primitive  posterior 
abdominal  wall.  Very  early  a  portion  of  the  upper  seg- 
ment shows  a  bulging  posteriorly  and  a  concavity  ante- 
riorly, corresponding  to  the  greater  and  lesser  curvatures, 
respectively,   of  the  stomach.     As  the   result  of  the 

*  Summarized  from  Piersol's  '* Anatomy"  and  Qnain's  "Embryology.'* 
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increasing  volume  of  the  liver  and  increased  length  of 
the  stomach  segment  there  is  a  rotation  to  the  right,  so 
that  what  was  originally  the  left  side  has  become  the 
anterior  surface  and  the  right  side  the  posterior  surface 
of  the  fully  developed  stomach.  At  first  there  is  no  line 
of  demarcation  between  the  stomach  and  duodenum. 
According  to  Tandler  there  is  a  great  increase  in  the 
epithelium  of  the  duodenum  during  the  second  month,  so 
that  the  lumen  may  be  greatly  narrowed  or  even  com- 
pletely obliterated.  This  probably  explains  some  cases  of 
congenital  stenosis.  During  the  third  month  the  lumen 
is  restored  by  an  increase  in  the  diameter  of  the  gut. 

Early  in  fetal  life  the  size  of  the  liver  is  out  of  all  pro- 
portion to  that  of  the  abdominal  cavity.  Consequently 
the  rapidly  increasing  length  of  the  intestine  demands 
more  room  for  its  development.  In  order  to  find  space  it 
passes  out  of  the  abdominal  cavity  through  the  wide  open 
umbilicus,  where  it  continues  to  remain  for  some  time. 
As  the  result  of  this  migration  an  anteroposterior  XJ  loop 
is  formed,  consisting  of  a  proximal  descending  and  a 
distal  ascending  limb.  During  this  process  the  mesentery 
has  naturally  become  lengthened,  and  even  at  an  early 
age  shows  the  blood  vessels  found  in  adult  life.  The 
superior  mesenteric  artery  courses  between  the  limbs  of 
the  XJ  loop ;  the  inferior  mesenteric  supplies  the  posterior 
and  lower  segments. 

As  the  limbs  of  the  extra-abdominal  loops  increase  in 
length  they  approach  one  another,  and  later  an  axial 
rotation  of  the  loops  takes  place  so  that  the  lower  limb 
passes  over  the  upper.  It  is  from  this  lower  or  distal 
limb  that  the  colon  develops;  hence,  this  explains  why 
the  upper  portion  of  the  small  intestine  lies  beneath  the 
superior  mesenteric  artery.  While  both  limbs  increase  in 
length,  this  takes  place  far  more  rapidly  in  that  portion 
which  is  to  become  the  small  intestine,  viz.,  the  original 
upper  limb.  Mall  has  demonstrated  that,  while  the  in- 
testine lies  extra-abdominally,  the  small  gut  arranges 
itself  into  six  primary  coils  which  in  their  further  growth 
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become  more  complex  but  nevertheless  can  be  definitely 
ontlined  in  the  adult. 

As  the  result  of  the  axial  rotation  referred  to,  the 
small  intestine  assumes  a  position  below  and  to  the  left 
of  the  large  intestine,  which  is  now  inverted  U  shape, 
and  extends  antero-posterior  to  the  midline  of  the  pos- 
terior abdominal  wall.  Later  there  is  a  rapid  increase  in 
the  size  of  the  abdominal  cavity  which  permits  the  intes- 
tines to  reenter.  According  to  Mall  the  upper  portion  of 
the  small  intestine  first  assumes  its  position  in  the  left 
hypochondriac  region,  to  be  followed  by  the  remainder 
of  the  small  intestine  and  colon,  the  cecum  returning 
last.  The  coils  which  were  primarily  arranged  vertically 
now  assume  a  transverse  position. 

In  early  fetal  life  the  cecum  develops  as  a  pmall  bud  at 
the  beginning  of  the  ascending  limb.  The  appendix  at  first 
comes  from  its  tip,  like  the  handle  of  a  funnel,  but  as 
the  result  of  unequal  growth  of  the  anterior  and  right 
walls  the  appendix  is  thrown  posteriorly  and  to  the  left. 
On  reentering  the  abdomen  the  colon  retains  its  inverted 
U  shape,  but  the  upper  limb  of  the  U  is  pushed  trans- 
versely by  the  underlying  small  intestines  below  and  the 
liver  and  stomach  above,  the  cecum  lying  beneath  the 
liver.  The  colon  continues  to  grow  after  birth,  and  with 
this  growth  there  is  a  migration  of  the  cecum  downward 
into  the  right  iliac  fossa,  with  the  formation  of  the 
ascending  colon.  This  does  not  take  place  completely 
until  some  time  after  birth.  At  birth  the  sigmoid  forms 
a  large  portion  of  the  colon  (one-half,  according  to 
Piersol)  and  is  an  intra-abdominal  organ,  and  it  is  not 
imtil  the  third  year  of  life  that  the  adult  proportions 
exist. 

As  the  result  of  peritoneal  fusion  the  ascending  and 
descending  colons  are  deprived  of  a  distinct  mesentery. 

OENiSIS  OF  ENTEBOPTOSIS  AND   CHRONIC   CONSTIPATION 

As  the  result  of  Dr.  Keene's  finding  in  autopsies  on 
babies  ample  evidence  in  favor  of  the  congenital  origin 
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of  enteroptosis  is  discovered.  Theoretically  the  sequence 
of  events  is  as  follows:  During  youth  and  early  adult 
life  the  intra-abdominal  pressure  is  perfectly  maintained 
by  the  tonicity  of  the  abdominal  musculature.  A  poten- 
tial or  latent  enteroptosis  may  be  present,  but  is  not 
symptomatic  because  the  redundant  colon  is  held  in  such 
a  position  that  the  lumen  is  not  interfered  with.  That 
such  a  redundancy  exists  has  been  shown  in  several 
autopsies  on  babies  where,  for  example,  in  several  in- 
stances the  transverse  colon  was  plicated  on  itself  in 
order  to  find  sufficient  room  for  its  development.  It 
might  be  thought  that  the  increase  in  size  of  the  abdom- 
inal cavity  would  permit  of  an  unfolding  and  straighten- 
ing of  the  intestines,  but  this  is  not  probable  because  the 
increase  in  size  is  not  sufficient,  since  these  colons  are 
sometimes  enormous  when  compared  with  the  general 
development  of  other  organs,  and,  secondly,  the  colon 
continues  to  increase  in  length  after  birth.  The  theory 
that  the  transverse  colon  will  be  straightened  in  the 
further  developmental  cycle  by  the  descensus  of  the 
cecum  and  formation  of  ascending  colon  is  not  tenable, 
because  in  several  of  our  observations  the  redundant 
transverse  colon  was  coincident  with  complete  descen- 
sus of  cecum. 

Given  such  a  case,  an  actual  symptomatic  enteroptosis 
replaces  the  potential  or  latent  enteroptosis  when  one  or 
more  of  the  following  factors  come  into  play:  As  the 
result  of  childbirth  or  wasting  disease  the  tonicity  of  the 
abdominal  musculature  is  replaced  by  a  hypotonicity, 
with  consequent  diminution  of  the  intra-abdominal  pres- 
sure, permitting  a  sagging  of  the  intestine  with  the 
formation  of  kinks  at  the  junction  of  the  movable  and 
fixed  portions.  While  faulty  posture,  as  pointed  out  by 
Goldthwaite,  may  have  the  same  effect,  in  addition  to  the 
removal  of  the  normal  buttresses  of  the  abdominal 
organs,  as  cited  by  Martin,  we  are  inclined  to  the  view 
that  posture  and  the  characteristic  body  form  of  some  of 
these  individuals  may  be  the  direct  result  of  faulty 
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nutrition  in  infancy  and  childhood,  and  are  therefore  a 
resultant  and  not  a  cause  of  the  enteroptosis.  Congenital 
and  acquired  adhesions  and  kinking  must  also  play  a 
part.  Fecal  stasis  should  be  looked  on,  not  as  the  cause 
of  these  conditions,  but  as  the  result  of  them.  No  doubt 
the  presence  of  a  large  fecal  mass  more  or  less  constantly 
exercising  its  weight  may  exaggerate  the  disability. 

Dr.  Keene^s  autopsies  have  verified  Treves'  observa- 
tions that  the  sigmoid  at,  and  even  several  months  after 
birth,  forms  a  large  part  of  the  colon. 

From  this  reference  to  the  embryology  with  the  autopsy 
findings  in  Dr.  Keene's  series  of  infants  it  is  evident  that 
from  the  very  beginning  abnormalities  of  formation  and 
position  of  the  large  intestine  may  exist  with  coincident 
colonic  sluggishness  which  early  leads  to  constipation. 
It  is  interesting  to  note  in  this  connection  that  the 
majority  of  exaggerated  enteroptoses,  and  particularly 
those  of  colonic  type,  that  the  history  of  constipation  is 
traced  back  to  childhood  days.  In  the  light  of  these 
embryologic  deviations,  which  are  so  frequently  noted, 
we  are  not  surprised  to  find  constipation  such  a  prevalent 
complaint  in  infancy  and  childhood. 

Thus  Coolidge^  says : 

Relatively  more  patients  are  brought  to  U8  for  treatment 
of  constipation  than  for  any  other  one  disease.  Babies  of  all 
ages  and  conditions  whether  breast-fed  of  bottle-fed  seem  to 
suffer  equally  from  this  condition.  In  a  large  per  cent,  of 
the  cases  we  And  the  cause  of  constipation  in  the  infant  due 
to  improper  food  which  is  taken  by  the  baby  itself  or  else 
by  the  mother,  if  the  child  is  breast-fed.  A  few  cases  have 
a  decided  weakness  of  the  rectal  muscles,  making  it  impossi- 
ble for  the  baby  to  expel  the  feces  even  though  the  food  is 
well  digested  and  suited  to  the  individual  child.  Constipa- 
tion due  to  defective  portal  circulation  and  lack  of  bile  secre- 
tion is  one  of  the  most  difficult  forms  to  treat  in  young  in- 
fants; frequently  this  cannot  be  entirely  overcome  until  the 
child  is  old  enough  to  take  solid  food  and  systematic  exercises. 

Constipation,  therefore,  in  infancy  is  a  besetting  symp- 
tom; its  explanation,  while  largely  theoretical,  harks 

2.  Bnll.  Lying-in  Hospital,  New  York. 
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back  to  anatomical  as  well  as  functional  defects.  One 
may  be  relieved  with  careful  medical  and  hygienic  regu- 
lations ;  the  other  is  not  so  easily  overcome,  as  this  per- 
sistent symptom  in  adults  demonstrates. 

Until  the  advent  of  the  x-ray  as  a  diagnostic  agent  in 
enteroptosis  clinicians  had  made  little  progress  over  the 
original  discovery  of  G16nard,  for  there  was  no  accurate 
method  of  determining  the  organ  or  group  of  organs 
chiefly  participating  in  the  visceral  descensus.  This  fail- 
ure to  recognize  these  conditions  probably  accounts  for 
the  widespread  adoption  a  few  years  ago  of  nephror- 
rhaphy,  a  procedure  which  captivated  many  gynecologists 
and  general  surgeons.  Those  careful  observers  who  fol- 
lowed the  after  course  of  their  cases  soon  realized  that 
this  operation  was  far  from  a  cure-all,  and,  indeed,  as 
frequently  performed  on  the  more  palpable  indications 
of  undue  mobility,  ended  in  lamentable  83rmptomatic 
failure.  We  soon  realized  that  many  of  these  patients 
were  persistent  neurasthenics,  and  for  a  cause,  but  the 
kidney  was  but  one  part  of  that  cause  and  usually  a  very 
small  part. 

It  is  a  classical  fact  that  the  neurasthenic  individual  is 
of  all  other  cases  the  worst  for  surgical  intervention 
unless  there  is  a  well  defined  indication  for  its  adoption. 
The  participation  of  a  movable  kidney  in  the  presence  of 
other  prolapsed  viscera  is  therefore  of  small  account  in 
the  general  abdominal  symptoms  noted  by  G16nard. 
Failure  to  cure  these  cases  has  caused  our  attention  to  be 
centered  in  a  more  analytical  manner  on  symptoms 
emanating  from  other  organs  of  this  group.  The  use  of 
the  a;-ray  has  done  much  in  segregating  the  stomach  in 
one  class  of  cases  as  the  dominant  source  of  symptoms 
and  the  colon  in  another  class,  and  we  now  believe  far 
the  greater  of  the  two.  Also  the  ic-ray  has  helped  in  dif- 
ferentiating between  cases  of  redundant  sigmoid  and  the 
transverse  colon  of  exaggerated  length  and  displaced  and 
angulated  flexures. 
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While  great  assistance  has  come  from  the  use  of  the 
X'TslJ  in  this  anatomic  isolation  of  gastrointestinal  seg- 
ments^ we  have  also  learned  that  it  is  not  the  court  of 
last  resort  in  defining  treatment.  Clinical  data  and  close 
observation  of  the  symptomatology  alone  can  do  this. 
Exaggerated  ptoses  are  not  necessarily  productive  of  pro- 
found symptoms.  Time  and  time  again  we  have  ob- 
served cases  with  very  deeply  dependent  transverse  colons 
or  with  great  redundancy  of  the  sigmoid  and  moderately 
good  or  even  perfect  function  maintained.  Manifestly  it 
would  be  a  most  injudicious  procedure  to  disturb  by  a 
surgical  operation  such  an  intestine ;  on  the  other  hand, 
a  well  defined  history  of  increasing  constipation  extend- 
ing back  to  babyhood,  and  at  times  approaching  full 
obstruction,  which  has  been  uninfluenced  by  medical 
skill,  should  have  surgical  attention.  I  approach  the 
discussion  of  the  surgical  treatment  of  these  cases  with 
trepidation,  for  I  realize  from  my  experience  that 
unless  most  cautiously  employed  it  will  be  hazardous,  not 
so  hazardous  to  the  life  of  the  patient  as  to  the  repute  of 
surgery.  On  the  other  hand,  experience  also  teaches  that 
operative  treatment  holds  happy  possibilities  if  proper 
care  is  observed  in  the  selection  of  cases. 

I  therefore  preface  my  suggestions  as  to  surgical 
intervention  with  this  caution,  for  these  patients  are  now 
in  neutral  ground  between  medicine  and  surgery.  One 
class,  much  the  larger,  should  remain  within  the  medical 
domain,  while  the  other  must  be  transferred  to  the  sur- 
geon. An  indiscriminate  tendency  to  operation,  however, 
will  cast  imjustifiable  criticism  on  measures  which  may 
be  most  beneficial  if  properly  selected.  This  is,  I 
believe,  the  frontier  line  of  surgery  and  should  be  devel- 
oped by  careful  methods  and  by  men  of  wide  experience. 
It  is  not  the  field  for  a  novice. 

Prom  our  clinical  study  of  these  cases  we  now  find 
greater  possibilities  of  diflEerentiating  between  those  with 
dominant  gastric  symptoms  or  with  major  colonic  symp- 
toms.   In  many  cases  of  exaggerated  coloptosis  the  gas- 
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trie  function  is  normal  because  the  stomach  is  little  inter- 
fered with.  On  the  other  hand,  in  marked  tjrpes  of  gas- 
troptosis  there  may  be  no  coloptosis. 

This  address  has  as  its  theme  exaggerated  constipation 
due  to  abnormalities  of  the  colon,  and  I  therefore  pass 
over  the  question  of  gastroptosis. 

ANATOMY  OF  THE  COLON 

One  cannot  take  un  this  subject  without  harking  back 
to  Treves'  classical  lectures  on  *The  Anatomy  of  the 
Intestinal  Canal  and  Peritoneum."*  This  classical  re- 
search not  only  lays  down  the  groundwork  of  our  present 
knowledge  of  the  intestinal  canal  but  forecasts  in  a  few 
trenchant  paragraphs  the  pathologic  aspect  of  embryo- 
logic  and  developmental  deviations. 

In  his  consideration  of  the  ascending,  transverse,  de- 
scending and  sigmoidal  portions  of  the  colon,  Treves 
centers  many  interesting  observations  on  the  individual 
portions.  The  mutual  relations  existing  between  the 
segments  in  the  adult  do  not  exist  at  birth,  but  only 
assume  their  morphologic  associations  some  time  after 
extrauterine  life.  Thus  the  hepatic  flexure  does  not  exist 
at  birth  and  the  cecum  completes  its  descensus  after  this 
time.  The  colon,  therefore,  assumes  in  many  instances  a 
more  or  less  oblique  direction  from  the  right  iliac  to  the 
left  splenic  area  without  a  hepatic  flexure.  Should  the 
hepatic  flexure  lapse  through  faulty  development,  at  once 
a  weakened  area  in  the  colon  develops,  which  may  lead 
to  ptosis  of  this  portion  of  the  gut.  Such  deviation,  how- 
ever, as  we  have  frequently  observed  clinically  does  not 
necessarily  lead  to  disabilities,  for  the  colonic  function 
under  these  conditions  may  be  maintained  unimpeded. 
The  cecum  may  remain  without  descensus  high  in  the 
right  hypochondrium  or  even  occupy  a  position  under  the 
liver.  In  other  instances  it  may  undergo  exaggerated 
descensus,  dropping  well  over  the  brim  of  the  pelvis  or 
even   into  Douglas'   cul-de-sac.     Unquestionably   some 
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exaggerated  cases  of  the  latter  type  not  only  give  rise  to 
chronic  appendicitis  but  maintain  cecal  and  ileac  peris- 
talsis with  considerable  pain^  even  after  this  organ  is 
removed.  A  very  flabby  cecum  falling  into  the  pelvis 
may  cause  considerable  disturbance  in  the  discharge  of 
alimentation  from  the  ileum  into  the  cecum.  While 
these  cases  may  be  rare,  we  should  not  lose  sight  of  this 
possibility,  and  in  cases  of  exaggerated  ceca  they  should 
be  sutured  back  into  the  proper  position.  This  procedure 
is  both  simple  and  safe  and  should  not  give  untoward 
results.  In  a  few  cases  in  our  own  experience  a  happy 
relief  has  been  afforded  by  this  measure. 

No  portion  of  the  colon  is  subjected  to  greater  varia- 
tions than  the  transverse;  it  is,  indeed,  so  variable  that 
we  may  even  doubt  whether  there  is  a  normal  situation 
and  length.  Treves  found  that  the  transverse  colon 
averaged  about  20  inches  in  length,  the  shortest  noted 
being  12  inches,  the  longest  33. 

On  drawing  a  thread  transversely  across  the  abdomen 
from  the  highest  point  of  one  iliac  crest  to  the  other  he 
ascertained  that  in  the  majority  of  instances  the  inverted 
colic  arch  was  above  this  line,  while  a  fourth  were 
below  it. 

One  cannot  note  this  observation  without  being  irre- 
sistibly forced  to  the  conclusion  that  this  smaller  per- 
centage of  cases  cannot  functionate  properly,  and  that 
from  this  class  a  considerable  number  of  defectives  must 
be  culled  as  typified  by  the  neurasthenic  of  constipated 
habit.  To  draw  the  conclusion  that  Treves^  thread 
defines  a  health  zone  above  or  a  neurasthenic  boundary 
below  would  be  indeed  a  far  cry,  but  we  may  not  go 
false  in  our  reasoning  if  we  assume  that  some  at  least  of 
these  exaggerated  cases  must  give  us  the  slim-chested, 
long-waisted,  peripatetic  neurasthenic,  drifting  from  one 
office  to  another,  and  finally  exhausting  all  the  modem 
pathies  in  the  search  for  health.  Such  dependent  colons 
must  inevitably  be  sluggish  in  action,  for  they  frequently 
have  exaggerated  hepatic  and  splenic  kinks,  which  retard 
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peristalsis,  and  thus  a  reservoir  for  deleterious  ferment* 
ative  products  is  established.  When  we  assume  that  per- 
fect alimentation  is  synonymous  with  ideal  development 
we  must  logically  follow  the  corollary:  Imperfect  ali- 
mentation will  retard  or  lead  to  imperfect  growth.  If, 
therefore,  we  accept  the  theory  which  appears  to  be  well 
based  on  embryological  and  developmental  observations, 
that  many  cases  of  exaggerated  constipation  are  of  em- 
bryologic  or  early  extrauterine  origin,  we  are  led  to  the 
inference  that  the  so-called  enteroptotic  figure  or  faulty 
posture  in  these  individuals  arises  from  this  defect  rather 
than  causes  it.  If  this  be  true  these  patients  can  at  b^t 
be  only  temporarily  helped  and  not  cured  by  orthopedic 
or  gymnastic  treatment.  However,  this  is  a  digressive 
thought  rather  than  a  criticism,  for  no  form  of  treat- 
ment should  be  left  uninvestigated  that  may  lead  to  the 
relief  of  these  patients,  for  they  are  indeed  miserable  suf- 
ferers and  form  the  list  of  undesirables  in  all  medical 
ofiBces. 

Treves  believes  that  these  deviations  in  the  colic  arch 
are  due  to  embryologic  malformation  and  eflFects  of  per- 
sistent distention,  for  he  found  in  these  subjects  that 
the  dependent  loop  was  overloaded  and  distended  with 
fecal  matter,  and  he  anticipates  our  viewpoint  when  he 
says,  "Such  individuals  have  probably  been  the  subjects 
of  chronic  constipation  and  have  more  or  less  constantly 
presented  a  distended  state  of  the  colon." 

How  easy,  too,  as  we  have  so  often  observed  clinically, 
for  these  same  individuals  to  become  martyrs  to  an  other- 
wise beneficent  surgical  operation  through  adhesions 
binding  in  fixed  position  the  previously  very  sluggish 
bowel.  Thus  under  such  operative  sequelae  a  chronic 
constipation  may  become  an  obstruction  of  varying 
severity. 

The  descending  colon  is  subject  to  few  variations,  and 
these  are  of  small  pathologic  significance.  On  the  other 
hand,  the  sigmoid  flexure  is  given  to  extensive  variations. 
The  infant  with  the  large,  redundant  and  dilated  sig- 
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moid^  Bnffering  with  Hirschsprung's  disease,  in  my 
opinion,  is  only  an  exaggerated  predecessor  of  tlie  obsti- 
nately constipated  adult  with  a  lesser  degree  of  sigmoid 
redundancy  and  dilatation.  The  sigmoid  flexure  in  the 
adult  varies  in  length  from  7  to  27  inches,  the  average 
being  about  7^^  inches.  There  can  scarcely  be  said  to 
be  a  normal  lengthy  the  variations  in  the  sigmoid  being 
so  great.  As  with  the  transverse  colon,  one  cannot  apply 
the  tapeline  or  measuring  stick  to  this  organ  to  define 
what  is  functionally  normal.  We  must  consider  these 
cases  from  the  symptomatic  standpoint  in  order  to  deter- 
mine the  degree  of  functional  abnormality  in  relation  to 
anatomic  defects.  Just  as  the  tapeline  will  not  give  us  a 
measure  of  pathologic  function,  so  does  the  a;-ray  also 
fail.  This  entire  question  must  not  be  considered  from 
these  viewpoints,  for  they  will  lead  to  gross  errors  of 
judgment,  just  as  such  serious  errors  have  arisen  in  thus 
viewing  movable  kidneys. 

Actual  and  well-defined  functional  disturbances 
directly  centering  in  these  areas  must  determine  the 
necessity  for  treatment.  A  kidney  with  a  wide  excursus, 
which  has  no  renal  crisis  or  fixed  symptoms  incident  to 
ureteral  obstruction,  is  not  an  organ  for  surgical  inter- 
vention. On  the  other  hand,  another  kidney  with  a 
much  smaller  excursus  and  yet  the  seat  of  renal  or  ure- 
teral colic  should  be  relieved  by  operation. 

So  one  sigmoid  of  exaggerated  length  may  yet  func- 
tionate properly,  and  the  surgeon  who  should  drop  his 
tapeline  on  it  and  because  it  measured  more  than  17 
inches,  determine  to  suspend  or  excise,  will  at  once  cross 
the  pons  asinorum. 

The  gist  of  the  whole  matter  is  that  neither  the  ana- 
tomic standard  nor  the  a:-ray  picture  is  to  serve  as  a 
standard  for  an  operation.  Symptoms,  indeed,  exag- 
gerated symptoms  must  be  the  guide.  Further,  one  can- 
not approach  the  surgical  treatment  of  these  cases  with 
such  optimism  as  experience  justifies  in  acute  surgical 
lesions,  for  if  we  accept  the  view  that  many  of  these 
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cases  are  of  congenital  origin  we  have  at  best  a  defective 
machine  to  deal  vrith,  in  which  the  dynamic  power  is 
seriously  or  hopelessly  impaired  and  in  which  there  will 
not  be  a  healthful  rebound  such  as  gives  such  gratifying 
results  in  acute  surgical  cases.  I  believe  we  are  establish- 
ing well-defined  surgical  principles  in  some  of  these 
cases,  and  that  from  this  hitherto  hopeless  medical 
flotsam  and  jetsam  brilliant  cases  of  surgical  cure  may 
be  culled,  and,  further,  that  while  a  complete  cure  may 
not  be  eflEected,  at  least  a  sufficient  relief  may  result  from 
well-selected  surgical  procedures  as  to  cause  us  to  give 
these  poor  individuals  closer  study  in  the  hope  that  we 
may  afford  them  even  partial  relief. 

SYMPTOMATOLOGY 

From  our  observations  in  this  class  of  patients  we  have 
discovered  that  a  very  precise  history  is  necessary.  Too 
often  the  bald  statement  is  found  in  a  poorly  elucidated 
history  that  the  patient  "suffers  from  constipation." 
Such  brevity  is  worse  than  valueless,  for  this  symptom 
should  be  traced  with  full  elaboration  back  to  its  funda- 
mental source.  In  this  way  only  may  we  differentiate 
between  a  functional  and  an  anatomic  constipation. 
Even  after  a  history  traces  the  symptoms  back  to  early 
infancy  one  should  not  jump  to  the  conclusion  that  a 
serious  developmental  defect  exists,  for  the  therapeutic 
test  must  be  applied.  An  individual  in  whom  the  regu- 
lation of  diet  or  the  administration  of  some  simple  lax- 
ative, even  if  necessary  of  constant  repetition,  cannot  be 
said  to  be  seriously  affected.  Such  cases  have  no  place  in 
the  surgical  domain.  On  the  contrary,  when  an  indi- 
vidual must  resort  to  powerful  purgatives  and  drastic 
enemata,  and  especially  if  there  is  an  associated  tympan- 
itis with  painful  peristalsis,  he  must  be  considered  as 
suffering  from  some  serious  anatomic  or  pathologic 
defect.  My  point  will  be  best  illustrated  by  type  his- 
tories, which  point  with  accuracy  not  only  to   these 
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defects,   but   also   to   the   segment  of  the   colon  most 
involved. 

CASE  REPORTS 
EXCESSIVE    REDUNDANCY    OF    SIGMOID    FLEXUBE 

Case  1. — History, — Single  girl,  aged  19.  From  earliest  in- 
fancy the  patient  has  been  obstinately  constipated.  Formerly 
moderately  strong  laxatives  were  necessary  to  effect  an  evac- 
uation. Of  late  years,  however,  these  measures  have  failed 
and  she  has  been  compelled  to  use  the  most  drastic  purgatives 
in  increasing  and  repeated  dose.  Several  months  ago  pain 
began  to  develop  low  down  in  the  left  lower  quadrant  of  the 
abdomen.  This  pain  in  increased  by  exercise  and  relieved  by 
a  complete  evacuation  of  the  bowels,  and  by  the  recumbent 
posture.  This  pain  is  always  increased  during  the  premen- 
strual epoch.  Three  or  four  years  ago  she  suffered  for  some 
time  with  a  severe  aching  sensation  in  the  right  iliac  region, 
but  this  disappeared  and  has  only  recently  recurred.  She  has 
gastric  indigestion  with  epigastric  distension  and  belching 
coming  on  some  time  after  eating.  There  is  also  general 
abdominal  distension  which  is  relieved  by  defecation.  For 
several  years  she  has  been  troubled  greatly  with  frequent 
de&ire  to  void  urine,  but  there  is  no  dysuria.  There  is  no 
blood  or  mucus  in  the  evacuation.  For  some  time  there  has 
been  more  or  less  persistent  nausea  which  increases  to  actual 
emesis  during  the  first  menstrual  day.  Menses  appeared  first 
at  12  years  of  age.  The  flow  occurs  from  28  to  40  days; 
lasts  five  days  and  is  painful.  She  has  never  been  strong 
but  has  had  no  acute  illness.  She  is  of  small,  slender,  unde- 
veloped stature  and  weighs  110  pounds.  She  sleeps  well  but 
complains  almost  constantly  of  occipital  headache.  The 
ordinary  domestic  duties  are  wearying  to  her;  and  she  is  of 
a  nervous  temperament.  For  the  past  three  years  she  has 
been  under  a  physician's  care.  Chief  attention  has  been  given 
to  her  dysmenorrhea.  This  pain  comes  on  just  before  the 
onset  of  the  flow,  and  is  an  intense  bearing  down  sensation. 

Examinatum, — ^The  pelvic  examination  revealed  no  palpable 
abnormality;  the  uterus  being  in  normal  position,  and  the 
ovaries  of  average  size  and  in  normal  situation.  An  dp-ray 
examination  revealed  a  very  redundant  sigmoid  flexure  with 
approximately  normal  position  of  the  stomach  and  transverse 
colon.  So  much  stress  had  been  laid  on  the  pelvic  symptoms 
that  only  the  failure  of  all  forms  of  treatment  had  convinced 
the  patient  and  her  parents  that  this  was  not  the  seat  of  her 
disabilities.     The  possibilities  of   relief  from  excision  of  the 
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sigmoid  were  discussed  with  the  parents  and  they  readily 
assented  to  any  plan  that  offered  the  hope  of  cure,  for  the 
increasing  invalidism  of  the  patient  had  become  so  evident 
as  to  cause  them  great  alarm  for  the  future. 

Operation, — Median  hypogastric  incision.  Moderate  ptosis 
of  transverse  colon  was  found,  insufficient  to  warrant  any 
operative  intervention.  Hepatic  and  splenic  flexures  in  normal 
situations.  Appendix  normal,  but  as  the  pain  had  formerly 
and  of  late  been  so  marked  in  this  region,  it  was  removed. 
The  sigmoid  was  then  pulled  out  of  the  incision  and  was  found 
to  measure  about  24  inches  in  length.  It  could  easily  be 
pulled  up  to  the  xiphoid  cartilage,  and  when  resting  in  the 
pelvis  formed  an  irregular  tube,  lying  in  Douglas'  cul  de  sac 
and  coiled  on  the  bladder.  Eighteen  inches  were  removed, 
followed  by  an  end  to  end  anastmosis.  Even  with  the  excess 
removed  the  sigmoid  still  presented  a  normal  appearance  of 
average  length.  In  this  case  the  characteristic  congenital  ad- 
hesions between  the  meso-sigmoid  and  lateral  abdominal  wall 
were  encountered.  These  caused  considerable  constriction  and 
limitation  of  distention.  Cervix  dilated  and  Wylie  drain 
inserted. 

Subsequent  History. — Second  day:  Patient  has  made  a  good 
recovery;  some  distension  but  good  peristalsis. 

Third  day:  Wylie  drain  expelled. 

Seventh  day:  Copious  evacuation  of  bowels  following  a  dose 
of  castor  oil. 

Subsequent  week:   Bowels  moved  with  difficulty. 

Second  week:  Regulation  of  diet,  with  15  minims  of  cascara 
given  at  night  very  satisfactorily  corrected  constipation;  in 
other  ways  marked  improvement;  no  pain  in  left  side. 

Note  on  discharge,  twenty -fourth  day:  Wound  well  healed. 
Bowels  nicely  regulated  with  15  minims  of  cascara.  Bismuth 
injection  was  given  preparatory  to  a  final  o^-ray.  Patient's 
nurse  noted  the  great  ease  of  injection  as  compared  with  the 
attempt  previous  to  operation.  The  aj-ray  picture  revealed  a 
well-situated  and  capacious  sigmoid. 

This  patient  continued  to  do  well  so  far  as  the  intestinal 
function  is  concerned,  but  the  time  since  operation  has  been 
too  short  to  test  the  ultimate  result.  Measured  by  other 
cases,  however,  we  anticipate  a  final  improvement  of  very 
decided  character. 

REDUNDANT   SIGMOID  WITH   OBEAT  PTOSIS  OF  TRANSVERSE  COLON 

Case  2. — History. — Single  woman,  aged  27,  of  spare  build, 
with  no  adipose  tissue,  bust  being  flat  and  undeveloped. 
Patient  has  never  had  any   serious  illness.     Up  to  puberty 


Digitized  by 


Google 


35 

had  the  average  health  of  a  young  girl  but  was  always  greatly 
troubled  from  infancy  with  obstinate  constipation.  Does  not 
ranember  the  time  when  bowels  were  evacuated  without  a 
cathartic.  For  one  year  she  was  under  constant  treatment  for 
anemia,  taking  large  doses  of  iron.  Her  maximum  weight  is 
only  100  pounds.  Her  complexion  is  smooth  but  sallow.  One 
year  ago  was  seized  vrith  sudden  severe  pain  in  the  right 
ileac  region,  although  the  pain  was  more  or  less  general  and 
of  a  paroxysmal,  colicky  nature,  and  was  associated  with 
abdominal  distention,  nausea  and  vomiting.  This  pain  lasted 
several  hours  but  the  tenderness  persisted  at  McBumey's 
point.  For  several  years  she  had  noted  at  times  pain  in  the 
region  of  the  ascending  colon,  and  for  some  time  there  has 
been  tenderness  to  pressure  over  the  cecimi  and  ascending  colon. 
Deep  pressure  in  ileac  region  causes  pain  to  move  upward  to 
the  hepatic  area.  Since  the  first  attack  she  has  had  frequent 
colicky  seizures  which  are  always  relieved  by  a  bowel  move- 
ment. She  has  always  been  embarrassed  by  loud  borborygmus, 
and  there  is  occasionally  very  distressing  distention.  She  very 
definitely  outlined  the  gurgling  sensation  along  the  course 
of  the  colon.  No  symptoms  referable  to  gall  bladder.  Men- 
strual history  normal.  No  backache;  no  renal  or  vesical 
symptoms. 

Ewaminaiion. — ^Pelvic  examination  negative.  The  a?-ray  re- 
veals a  greatly  ptosed  colon.  The  pelvic  area  shows  a  broad 
shadow  making  the  differentiation  of  the  transverse  colon 
from  the  sigmoid  impossible. 

Operation, — ^Median  hypogastric  incision.  Pelvic  organs 
normal.  Sigmoid  fiexure  markedly  redundant  and  dilated. 
Transverse  colon  markedly  redundant;  apex  of  colic  arch  in 
pelvis.  Hepatic  and  splenic  flexures  in  normal  situation  but 
greatly  dragged  on  by  colic  ptosis.  Cecum  dilated.  Appendix 
small,  no  adhesions,  no  sign  of  chronic  inflammation.  Twelve 
inches  of  sigmoid  flexure  resected,  appendix  removed,  trans- 
verse colon  suspended  by  Coffey  operation. 

Buhaequent  History. — ^Third  day:  Excellent  recovery;  condi- 
tion satisfactory. 

Seventh  day:  Wound  healed.  Bowels  moved  freely  and 
easily. 

Nineteenth  day:  Patient  discharged  to-day.  Since  the 
bowels  were  moved  following  the  operation  there  has  been  a 
marked  change  in  the  ease  of  evacuation.  While  previously 
even  large  doses  of  cathartic  failed,  or  only  partially  relieved 
the  obstinate  constipation  (obstruction),  now  there  is  a  spon- 
taneous movement  as  a  rule,  and  at  most  only  15  drops  of 
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cascara  are  required  to  give  two  movements  daily.  There  is 
no  abdominal  distention  and  the  patient  is  enthusiastic  over 
her  improveipent. 

Four  months  have  now  elapsed  since  the  operation  and  the 
return  to  health  has  been  most  satisfactory. 

CONGENITAL  ADHESIONS    CAUSING   PABTIAL  OBSTRUCTION   OF 
SIGMOID 

Case  3. — History, — ^Married  woman,  aged  24.  Menstrual 
history  normal.  So  far  back  as  patient  remembers  she  has 
had  obstinate  constipation.  By  persistent  treatment  she  has 
had  temporary  intervals  of  comparative  comfort.  For  the 
last  eight  years  she  has  had  a  dull  aching  sensation  in  the 
left  ileac  region,  and  for  the  last  six  years  she  has  had  recur- 
ring attacks  of  sharp  colicky  pain  in  the  left  side,  greatly 
increased  by  inattention  to  bowels  and  relieved  to  some  extent 
by  defecation.  She  volunteers  the  information  that  gas  seems 
to  meet  6ome  obstruction  at  the  "sore  spot."  Posture  does  not 
change  the  character  of  the  pain,  but  there  is  some  abatement 
on  lying  down.  For  some  time  she  has  been  under  skilled 
medical  treatment  without  relief.  Enemata  have  been  given, 
and  during  this  time  there  has  been  considerable  vesical  irri- 
tability vrith  frequent  micturition.  Recently  there  has  been 
more  or  less  mucus  in  the  feces.  She  is  subject  to  occasional 
attacks  of  sick  headache.  No  indigestion;  in  fact,  has  an 
unusually  good  appetite.  There  is  no  excessive  peristalsis. 
"The  pain  seems  to  be  caused  by  gas  rolling  up  against 
something." 

Examination, — ^JT-ray  examination  reveals  a  considerable 
massing  of  bismuth  in  the  region  of  the  sigmoid.  No  evidence 
of  ptosis  of  transverse  colon. 

Operation. — Median  hypogastric  incision.  On  first  attempt 
to  ascertain  cause  of  disability  nothing  of  pathologic  signifi- 
cance was  noted,  but  after  a  closer  inspection  it  was  found 
that  the  sigmoid,  instead  of  starting  directly  from  the  termina- 
tion of  the  descending  colon,  continued  along  the  pelvic  brim 
and  was  firmly  bound  down  by  a  congenital  band  of  peritoneum 
which  pulled  the  pelvic  bend  of  the  sigmoid  close  in  against 
the  pelvic  wall.  Above  this  point  the  intestine  was  greatly 
dilated;   below,  contracted. 

The  point  of  constriction  corresponded  to  the  area  of  pain. 
These  peritoneal  bands  were  divided  by  careful  dissection, 
and  on  their  release  the  sigmoid  assumed  its  normal  position. 
As  there  was  danger  of  recurrence  of  the  adhesions*,  several 
Pagenstecker  linen  stitches  were  carried  from  the  base  of  the 
sigmoidal  epiploic  appendages  to  the  ventral  wall  of  the  left 
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groin,  thus  retaining  the  gut  in  its  normal  topographic  posi- 
tion. A  careful  survey  of  the  entire  abdomen  failed  to  reveal 
any  other  abnormality.  The  pelvic  organs  presented  no  trace 
of  previous  inflammation,  thus  excluding  this  focus*  as  the 
cause  of  the  adhesions. 

Subsequent  History, — The  convalescence  was  uneventful, 
and  the  patient  was  uneventful,  and  the  patient  was  dis- 
charged 21  days  after  the  operation.  All  pain  and  sensation 
of  obstruction  promptly  disappeared  and  the  bowel  resumed 
its  normal  function.  Defecation  was  usually  spontaneous. 
Four  months  have  intervened  since  the  operation  without  the 
slightest  recurrence  of  her  old  symptoms. 

EXCESSIVE  PTOSIS  OF   THE  TRANSVERSE   COLON 

Case  4. — ^The  following  history  illustrates  the  effect  of 
potential  congenital  factors  becoming  active  after  childbirth: 

History, — Married  woman,  aged  34.  Has  given  birth  to 
three  children,  the  youngest  being  6  years  of  age.  Until  four 
years  prior  to  examination  she  was  largely  free  from  ab- 
dominal symptoms.  At  this  time  she  was  in  a  runaway 
accident  and  was  thrown  violently  with  another  woman  from 
the  carriage,  her  companion  falling  heavily  on  her  abdomen. 
She  was  imconscious  for  a  time,  and  following  this  had  fever 
ranging  from  99  to  100  F.  for  several  days.  On  getting  up 
she  was  conscious  of  a  constant  feeling  of  pressure  to  the 
right  of  the  umbilicus,  extending  from  the  costal  margin 
downward  to  the  right  iliac  fossa.  She  noticed,  also,  some 
time  after  eating,  a  constant  churning  sensation  along  the 
course  of  the  ascending  colon  (suggestive  of  Cannon's  descrip- 
tion of  movement  in  this  area).  There  is  also  considerable 
distention  in  this  area  from  gas.  Appendicitis  had  been  sus- 
pected. One  year  previously  vesical  tenesmus  with  frequent 
micturition  became  a  distressing  symptom,  and  was  treated 
for  some  time  without  relief  as  cystitis,  although  the  urine  was 
always  negative.  She  described  a  sensation  as  though  some- 
thing were  rubbing  against  the  bladder.  All  of  the  symptoms 
were  markedly  increased  when  standing.  She  particularly 
called  attention  to  the  fact  that  for  the  last  ten  years,  since 
the  birth  of  her  first  child,  she  had  been  greatly  constipated, 
and  this  had  become  more  exaggerated  since  the  accident. 
She  had  been  almost  completely  invalided  for  the  last  year. 

Examination, — ^X-ray  revealed  a  mass  of  bismuth  entirely 
within  the  pelvis.  With  this  picture  as  a  guide  in  conjunction 
with  the  above  history,  a  diagnosis  of  exaggerated  ptosis  of 
the  transTerse  colon  was  made. 
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Operation. — Median  hypogastric  incision,  revealing  a  very 
serious  dislocation  of  the  colon,  even  worse  than  indicated 
by  the  »-ray.  The  cecum  and  what  should  have  been  the 
ascending  colon  possessed  a  long  mesentery.  There  was  com- 
plete absence  of  any  sign  of  an  hepatic  flexure.  The  cecum 
occupied  the  pelvis  and  six  inches  above  it  there  was  sharp 
angulation  at  the  point  where  the  colon  passed  obliquely  up- 
ward to  the  splenic  flexure.  The  colon  proximal  to  the  kink 
was  greatly  dilated  as  was  also  the  appendix.  The  latter 
organ  was  as  large  as  the  little  finger  and  distended  with 
gas,  without  any  point  of  constriction.  Its  walls  were  at- 
tenuated through  over-stretching.  Beyond  the  stricture  the 
bowel  was  normal.  The  patient  was  particularly  anxious 
that  no  unusual  risk  be  taken,  and  although  excision  of  a 
portion  of  the  bowel  seemed  to  be  indicated  we  adopted  the 
less  hazardous  operation  of  restoring  the  bowel  as  nearly  as 
possible  to  its  normal  fixation  points. 

To  accomplish  this  a  second  incision  was  made  in  the 
hepatic  area.  A  point  on  the  colon  was  selected  for  con- 
version into  a  hepatic  flexure.  Several  peritoneal  sutures  were 
so  placed  as  to  snugly  fix  the  intestine  well  back  under  the 
costal  border  of  the  liver.  A  careful  examination  of  the  upper 
zone  of  the  abdomen  revealed  no  further  abnormality.  Th<^ 
position  of  the  stomach  was  essentially  normal.  After  restor- 
ing the  hepatic  flexure  a  line  of  omental  fixation  was  estab- 
lished across  the  abdomen,  thus  pulling  the  transverse  colon 
well  up  out  of  the  abdomen.  The  dilated  appendix  was  re- 
moved.    The  kidneys  were  normal. 

Subsequent  History. — ^The  subsequent  recovery  of  the  patient 
was  uneventful  although  slow  because  of  the  severe  asthenia. 
The  bowels  are  still  sluggish  but  are  moved  without  difficulty. 
One  aloes,  strychnin  and  belladonna  pill,  with  one  drachm  of 
sodium  phosphate  are  sufficient  laxatives. 

For  a  time  she  sufl'ered  with  painful  peristalsis,  but  this 
subsided.  The  vesical  symptoms  disappeared  within  24  hours 
and  have  not  returned.  She  easily  retains  her  urine  for  the 
normal  length  of  time  without  discomfort.  Likewise  the 
"churning  sensation"  in  the  right  side  (Cannon  movements), 
is  no  longer  felt.  Two  months  after  leaving  the  hospital  the 
patient  reported  from  the  Virginia  Hot  Springs  that  she  had 
made  splendid  gains  and  was  able  to  walk  two  miles  without 
much  fatigue  and  with  great  comfort.  One  week  later  on  her 
return  home  further  improvement  was  noted.  The  patient 
now  has  no  abdominal  discomfort. 
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EXCESSIVE    BEDUNDANCY   OF    TRANSVEBSE   COLON 

Case  5. — In  the  following  case  there  was  temporary  relief 
from  ventro-colonic  suspension,  with  recurrence  of  disability 
from  the  breaking  away  of  the  suspension  points.  Permanent 
relief  was  secured  after  excision  of  the  redundant  portion  of 
the  colon. 

History, —  (Gyn.  1259  and  1942.)  Patient  aged  28;  para, 
II;  no  miscarriage.  (Hospital  Notes:)  First  admission 
May,  1904.  Patient's  health  was  good  until  her  first  child 
was  bom  four  years  previously.  For  a  year  she  did  not  seem 
to  regain  her  strength.  Bowels  always  markedly  constipated. 
She  complained  of  a  constant  pain  in  the  right  lower  quad- 
rant of  the  abdomen,  described  as  being  the  sensation  of  the 
presence  of  a  lump  varying  in  size  from  a  hen's  egg  to  a 
teacup.  This  pain  was  aching  in  character.  It  began  within 
a  year  after  the  birth  of  her  child.  At  that  time  although 
greater  on  the  right  side  it  was  distributed  generally  over  the 
lower  abdomen.  While  pregnant  with  the  second  child,  bom 
nineteen  months  prior  to  first  admission,  this  pain  was  in- 
creased, but  her  suffering  was  not  of  such  a  degree  as  to 
compel  her  to  give  way  to  it.  About  five  months  previous 
to  examination  her  symptoms  became  so  severe  as  to  cause 
her  to  become  quite  prostrated.  The  pain  was*  constant  and 
was  attended  by  paroxysmal  exacerbations  which  were  more 
definitely  located  in  the  right  groin.  She  began  to  lose 
weight.  For  the  past  three  months  opiates  have  been  neces- 
sary for  the  relief  of  pain.  She  was  kept  in  bed,  given  a 
light  diet,  and  during  her  stay  had  little  or  no  pain  whatever. 
On  account  of  the  possibility  of  specific  infection  (she  devel- 
oped a  skin  eruption  with  itching  and  alopecia  just  before 
admission)  she  was  placed  on  protiodid  of  mercury  and  was 
kept  in  bed  on  light  diet.  With  this  plan  of  treatment  she 
seemed  to  improve  so  that  no  further  thought  was  given  to 
operation. 

Second  Hospital  Admission. — June  10,  1904.  (Hospital 
Notes : )  The  patient  was  in  the  hospital  four  weeks  prior  to 
above  date,  having  been  sent  with  a  diagnosis  of  recurrent 
appendicitis.  At  varous  times,  as  will  be  seen  by  the  history, 
she  had  severe  attacks  of  abdominal  pain.  She  lost  greatly  in 
weight,  became  extremely  anemic,  and  had  the  appearance  of 
a  very  ill  person.  On  her  return  home  and  the  resumption 
of  her  domestic  duties  all  of  her  symptoms  returned  with 
their  old-time  severity.  Her  physician  at  once  sent  her  back 
to  the  hospital  asking  that  some  operative  procedure  be  done 
for  her   relief.     The  cas«  was  again  studied  thoroughly,  and 
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while  it  was  recognized  that  she  had  a  gastroptosis  it  was  not 
thought  to  be  sufficient  to  produce  the  symptoms  of  which  she 
complained.  The  appendix  was  not  tender  to  pressure,  the 
pelvic  organs  were  normal  and  there  was  no  tenderness  or 
distention  of  the  gall-bladder  area.  The  skiagraph  demon- 
strated an  exaggerated  ptosis  of  the  transverse  colon.  Opera- 
tion was  then  advised. 

First  Operation. — At  the  time  of  operation  the  following 
organs  were  found  to  be  normal:  Uterus,  ovaries,  tubes,  ap- 
pendix, gall-bladder  and  kidneys.  An  unusual  condition  of 
enteroptosis,  however,  was  encountered.  The  lower  curvature 
of  the  stomach  dropped  two  inches  below  the  umbilicus.  The 
transverse  colon  had  prolapsed  until  it  was  lying  as  a  crumpled 
mass  in  the  pelvis,  and  was  so  pendulous  that  her  pain  could 
easily  have  come  from  one  of  two  causes;  either  the  twisting 
of  the  mesentery,  forming  a  partial  congestion  of  the  depend- 
ent portions  of  the  colon,  or,  what  isf  more  likely,  the  junction 
of  the  ileum  with  the  cecum  was  sufficiently  kinked  at  times 
to  make  the  egress  of  gas  and  fecal  matter  difficult,  thus 
producing  intense  colicky  pains  from  partial  obstruction.  The 
colon  was  pulled  up  and  the  omentum  sutured  to  the  anterior 
abdominal  wall.    Convalescence  was  normal. 

In  reply  to  a  letter  six  months  after  the  operation,  the 
patient  wrote  that  she  was  perfectly  well  so  long  as  her 
bowels  were  kept  well  open  and  she  did  not  eat  foodstuffs 
known  to  habitually  disagree  with  her  or  that  caused  fer- 
mentation. When  she  was  indiscreet  in  diet  or  allowed  her 
bowels  to  become  constipated  she  had  some  griping  pain  in  the 
abdomen.  Occasionally,  at  long  intervals,  she  had  paroxysms* 
of  abdominal  pain,  but  they  were  not  so  severe  as  formerly 
nor  in  the  same  location.  Bowels  tend  to  become  constipated, 
constantly  requiring  medicines. 

Third  Hospital  Admission. — September,  1906.  (Hospital 
Notes:)  (Gyn.  1942.)  Since  the  last  note  was  made  patient 
gradually  drifted  back  into  her  old  condition.  There  were 
constantly  recurring  attacks  of  agonizing  abdominal  pains, 
which  seemed  to  center  more  about  the  umbilicus  than  at  any 
other  point.  Her  condition  became  so  bad  that  she  was  again 
becoming  addicted  to  the  use  of  morphin. 

Jt-ray  picture  demonstrated  that  the  transverse  colon  had 
again  dropped  into  the  pelvis.  Her  physician  had  been  in- 
formed that  it  would  be  useless  to  repeat  the  suspension 
operation,  and  if  anything  were  done  it  would  be  necessary 
to  resect  a  portion  of  the  transverse  colon. 

Second  Operation. — On  making  the  abdominal  incision  the 
skiagraphic  diagnosis  was  verified.     The  transverse  colon  had 
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broken  away  from  its  attachment  and  had  again  become  a 
pelvic  organ.  The  loop  was  so  pendulous  that  it  could  easily 
be  twisted  on  itself,  thus  producing  partial  obstruction  of 
the  bowels  with  extreme  torsion  of  the  mesenteric  vessels. 
It  was  necessary  to  resect  18  inches  of  the  transverse  colon 
in  order  to  overcome  this  extreme  redundancy.  At  the  com- 
pletion of  the  operation  (end  to  end  anastomosis)  the  colon 
stretched  with  a  gentle  curvature  directly  from  the  hepatic 
to  the  splenic  flexure.  In  addition  to  the  anastomosis  the 
hepatic  flexure  was  stitched  back  to  its  normal  position. 

Subsequent  History, — Convalescence  was  ideal.  Her  physi- 
cian writes  that  she  has  not  had  the  vaguest  return  of  pain, 
has  gained  gradually  in  weight,  and  is  able  now  to  eat  all 
varieties  of  food  which  previously  gave  her  excruciating  pain. 
In  a  letter  dated  Feb.  11,  1907,  patient  says,  "Since  the 
operation  I  have  had  absolutely  no  pain,  and  am  able  to  eat 
anything  and  everything  and  have  an  excellent  appetite,  which 
did  not  exist  for  months  before  the  operation.  I  have  not 
felt  so  well  for  years  as  I  have  since  I  left  the  hospital. 
When  I  went  into  the  hospital  my  weight  was  105  pounds. 
I  now  weigh  113.  My  bowels  act  regularly  and  naturally. 
There  has  scarcely  been  a  day  since  the  flrst  of  November 
that  they  have  not  moved  once,  and  sometimes  twice,  with 
no  pain  whatever.  Since  the  first  of  January  I  have  been 
doing  my  own  housework  and  feel  so  much  better  for  the 
exercise.  Before  that  I  was  so  nervous  I  was  miserable  at 
times.  That  left  me  as  soon  as  I  took  up  the  home  duties, 
and  now  I  cannot  find  an  ache  or  a  pain  anywhere  and  am 
hardly  nervous  at  all.  There  is  scarcely  any  gas  on  the 
stomach.  Once  in  a  while  there  is  a  little  but  it  passes  off 
through  the  bowel  without  any  trouble."  Since  this  last 
note  the  patient  has  maintained  perfect  health;  indeed  is 
stronger  than  she  has  been  for  years. 

CONGENITAL    PTOSIS    BENDEBED    ACTIVE    AFTEB    CHILDBIBTII    AND 
INTENSIFIED    AFTEB   ABDOMINAL   OPEBATION 

Case  6.-— History, —  (Gyn.  1773).  Admitted  April  5,  1906; 
seen  in  consultation  with  Dr.  J.  H.  Musser.  Present  trouble 
began  after  birth  of  her  first  child.  She  had  an  adherent 
placenta,  which  was  not  delivered  for  four  days.  After  this 
time  she  was  very  ill  with  fever  for  6X)me  days,  and  when  it 
abated  she  had  severe  pain  in  both  ovarian  regions.  The  pain 
persisted  throughout  the  two  following  pregnancies  until  four 
weeks  after  the  birth  of  her  last  child,  when  both  ovaries 
were  removed  by  her  surgeon.  At  the  time  her  ovarian  pain 
began  she  was  troubled  greatly  with  backache;   this  has  re- 
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mained  unchanged.  Following  operation  she  had  continual 
pain  in  the  appendiceal  region;  this  gradually  grew  wor&e 
and  at  times  was  attended  with  fever.  Finally  it  became  so 
severe  that  another  surgeon  removed  her  appendix,  finding 
it  not  inflamed  but  drawn  out  and  adherent.  This  was  one 
year  after  her  first  operation.  The  recovery  from  the  second 
operation  was  attended  by  hiccough,  vomiting,  high  fever  and 
pain,  with  swelling  of  the  wound.  Patient  says  it  was  blood 
poisoning.  Immediately  after  getting  out  of  bed  she  felt  a 
pulling  sensation,  with  pain  in  the  right  lower  abdominal 
quadrant  just  below  McBurney's  point.  This  pain  has  been 
steadily  growing  worse  and  she  has  become  more  and  more 
constipated.  A  history  of  mild  constitpation  dates  back  to 
early  childhood.  This  pulling  affected  her  right  arm  so  that 
she  could  not  raise  it  far  from  her  side.  Should  she  strain 
herself  in  an  effort  to  use  her  arm,  the  pulling  sensation  would 
be  increased;  there  would  be  severe  pain  followed  by  marked 
abdominal  distension,  necessitating  absolute  rest  in  bed  with 
the  use  of  cathartics  and  turpentine  stupes  for  from  one  to 
six  days.  For  the  year  previous  to  operation  the  right  leg 
had  been  drawn  up  and  she  had  pain  from  hip  to  knee,  and 
could  not  straighten  the  knee.  She  tried  the  rest  cure  with- 
out relief,  and  finally  consulted  Dr.  Musser.  Z-rays  revealed 
a  much-distorted  colon,  the  transverse  portion  being  pulled 
down  and  held  closely  to  the  cecum  by  adhesions. 

Diagnosis. — ^Ptosed  and  adherent  transverse  colon. 

Operation. — Release  of  adhesions;  suspension  of  colon 
(Coffey  operation).  Omentum  and  transverse  colon  were 
adherent  to  anterior  abdominal  wall  and  ascending  colon. 
Portion  of  omentiun  resected. 

Subsequent  History. — Since  the  operation  patient  has  ceased 
to  have  abdominal  pain.  Bowels  regular;  no  tympanites. 
She  reports  complete  relief  of  abdominal  symptoms;  has 
gained  twenty  pounds  in  weight  and  has  excellent  health. 

These  cases  have  been  selected  as  types  and  might 
indicate  an  ideal  termination  of  all  these  cases.  Such  is 
not  the  case,  for  failure  has  attended  several  operations 
and  only  partial  relief  has  followed  others. 

In  addition  to  the  cases  already  reported  I  may  give 
tliis  additional  summary  from  oases  the  after-course  of 
which  I  have  been  able  to  follow : 

Suspension  of  sigmoid  flexure,  5  cases;  3  cured,  2  unim- 
proved. 
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Suspension   of   transverse  colon    ( ventro-omental   fixation), 

6  cases;  2  cured,  3  improved,  1  failure. 
Excision  of  sigmoid,  3  cases;  1  cured,  2  improved. 
Erasion  of  sigmoid  and  suspension  of  transverse  colon,   1 

case;  cured. 
Lateral  anastomosis  from  one  limb  of  sigmoid  to  the  other, 

2  cases;  1  cured,  1  died  a  year  later  from  some  unknown 

illness.    Her   physician   reported   marked   improvement 

after  her  operation. 
Excision  of  transverse  colon,  3  cases ;  1  almost  entirely  well, 

1  improved,  1  unimproved. 

Three  fatalities  have  occurred;    1   death   from  peritonitis, 

2  from  acute  gastric  dilatation. 

Finally,  I  can  only  reiterate  the  statement  that  these 
cases  must  be  very  accurately  studied.  The  history  is  of 
such  paramount  importance  that  every  detail  should  be 
followed  to  its  end. 

OONOLU8ION8 

1.  Developmental  anomalies  are  at  the  bottom  of  many 
cases  of  chronic  constipation. 

2.  Posture  is  frequently  a  result  rather  than  a  cause  of 
this  ptosis. 

3.  Congenital  potential  factors  are  present  in  many 
individuals  which  become  active  through  accident,  such 
as  traumatism,  rapid  and  badly-cared-for  childbirth, 
habitual  constipation,  operative  adhesions,  etc. 

4.  Neurasthenia  often  dates  from  childhood  or 
puberty ;  operation,  therefore,  in  the  adult  may  give  only 
partial  relief  because  of  this  constitutional  asthenia. 

5.  Cases  in  which  there  is  a  recent  acquirement  of  the 
active  factor  give  the  best  surgical  results. 

6.  Various  suspension  operations  are  valuable  in  prop- 
erly selected  cases  but  disappointing  in  the  remainder. 
At  best  these  fixation  points  may  be  unstable. 

7.  Kadical  excision  of  obstructive  portions  of  the  large 
bowel  may  give  the  highest  percentage  of  operative  mor- 
tality but  is  likely  to  give  the  best  ultimate  results  in  the 
survivors. 

8.  In  no  field  of  surgery  should  haste  be  made  slower 
than  in  this.    It  is  not  a  field  for  the  novice. 
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9.  The  most  important  factor  in  the  diagnosis  is  a 
detailed  clinical  history  pointing  accurately  to  obstructive 
possibilities.  A  well  taken  skiagraph  is  of  the  greatest 
confirmatory  value. 

Note, — ^My  two  associates  in  this  work,  Dr.  Floyd  E.  Keene 
and  Dr.  Nate  Ginsturgh,  will  publish  shortly  papers  on  the 
embryologic  and  anatomic  aspects  of  this  question.  I  am 
greatly  indebted  to  both  for  their  assistance  in  this  inyestiga- 
tion. 

2017  Walnut  Street. 
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INFECTIONS    OF    THE   ENDOMETEIUM 


WILLIAM  S.  GARDNER,  M.D. 
Professor  of  Gynecology,  College  of  Physicians  and  Surgeons 

BALTIMORE 


All  that  is  attempted  in  this  paper  is  to  describe  the 
reactions  of  the  various  cells  of  the  endometrium  to 
infection.  It  is  based  on  the  study  of  a  large  number 
of  endometriums  known  to  be  infected.  From  these  a 
few  have  been  selected  to  illustrate  the  typical  cell 
changes.  No  distinction  is  made  between  the  results  of 
the  various  infecting  organisms.  No  attempt  is  made 
at  a  classification. 

Up  to  the  present  time,  writers  undertaking  to  describe 
the  pathologic  changes  in  the  endometrium  due  to  infec- 
tion have  constantly  confused  them  with  the  physiologic 
changes  that  take  place  during  the  menstrual  cycle.  As 
these  physiologic  changes  have  been  recognized  too  re- 
cently for  the  profession  in  general  to  be  familiar  with 
them,  it  is  necessary  to  review  briefly  the  histology  of  the 
normal  endometrium  before  taking  up  the  changes  that 
are  found  as  the  result  of  infection. 

NORMAL    HISTOLOGY 

The  surface  of  the  normal  endometrium  is  covered 
with  a  single  layer  of  low  columnar  epithelium.  The 
glands  are  tubular  and  lined  by  the  same  variety  of 
epithelium  as  is  found  on  the  surface.  Between  the 
glands  are  the  oval  stroma  cells  that  make  up  the  mass 
of  the  tissue.  They  are  supported  by  a  fine  net-work  of 
connective  tissue  and  interspersed  with  a  few  round  or 
lymphoid  cells. 
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Just  after  menstruation  the  glands  of  the  endome- 
trium are  collapsed,  straight  and  narrow;  the  epithe- 
lium is  low,  regular,  in  a  single  layer,  and  the  nucleus 
takes  the  stain  evenly  and  deeply.  The  stroma  cells  are 
regular,  oval  in  shape  and  stain  well.  Just  around  the 
glands  are  a  few  spindle-cells.  Scattered  through  the 
stroma  are  a  few  small,  round  cells  that  stain  very 
deeply.  Occasionally  a  group  of  lymphoid  cells  are 
seen.  These  groups  can  be  easily  recognized  by  the 
compactness  and  regularity  of  the  outline  of  the  bound- 
ary of  each  group.  Before  attempting  to  recognize  the 
results  of  infection  in  the  endometrium,  it  is  absolutely 
essential  for  the  observer  to  familiarize  himself  with 
these  scattered,  round  cells  and  the  groups  of  lymphoid 
cells.  Individually  they  cannot  be  distinguished  from 
the  small,  round  cells  that  appear  in  such  great  numbers 
as  a  result  of  infection.  It  is  a  case  of  distinguishing 
between  a  corporal's  guard  and  an  army. 

Just  before  menstruation  the  glands  are  found  dis- 
tended with  mucus  and  verv'  irregular  in  outline;  but 
there  is  a  certain  amount  of  uniformity  in  the  irregu- 
larity seen  in  the  glands,  that  is,  all  the  glands  in  the 
same  portion  of  the  endometrium  have  a  similar  appear- 
ance. A  part  of  the  irregularity  is  only  apparent  and 
not  actual,  and  is  due  to  the  swelling  of  the  epithelium 
lining  the  glands  and  its  projection  in  tufts  into  the 
caliber  of  the  glands.  The  stroma  cells  are  enlarged, 
more  rounded  and  take  the  stain  less  deeply.  This 
change  in  the  stroma-cells  is  more  marked  in  the  super- 
ficial portion  of  the  endometrium.  There  is  some, 
though  no  very  great,  increase  in  the  round  cells  in  the 
stroma. 

In  the  interval  there  is  a  gradual  change  from  the 
postmenstrual  to  the  premenstrual  type. 

PATHOLOGIC  HISTOLOGY 

The  changes  due  to  infection  are  noted  in  the  super- 
ficial epitlieliimi,  in  the  stroma  and  in  the  glands. 
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Superficial  Epithelium, — Under  the  influence  of  infec- 
tion the  superficial  epithelium  undergoes  marked 
changes.  The  nuclei  increase  in  size,  become  rounded, 
take  less  stain  and  present  a  granular  appearance  (Figs. 
2  and  3).  The  cytoplasm  disappears.  A  portion  of  the 
cells  break  down  and  disappear  (Fig  3).  Round  cells 
penetrate  the  epithelial  layer  and  are  lost  in  the  uterine 
cavity  (Fig  2).  A  fibrinous  exudate  is  occasionally 
observed,  poured  out  over  the  epithelium  (Fig.  1). 

Stroma. — In  the  acute  cases  the  first  thing  that 
strikes  the  observer  is  the  extraordinary  number  of 
small,  darkly  staining  round  cells  present.  They  cannot 
be  distinguished  individually  from  the  same  sort  of  cells 
that  are  present  normally  in  the  endometrium,  but, 
instead  of  being  scattered  here  and  there,  or  collected  in 
groups  with  definite  outlines,  they  are  diffused  in  great 
numbers  throughout  large  areas  (Figs.  1,  2,  3,  4,  5). 

The  first  change  that  is  noted  in  the  stroma-cells  is 
an  increase  in  their  size ;  they  take  the  stain  less  deeply 
and  have  the  appearance  of  the  decidua-like  cells  so  fre- 
quently seen  in  the  premenstrual  endometrium  or  under 
any  condition  of  increased  vascularity  (Figs.  2,  4).  As 
the  process  continues  the  stroma-cells  elongate  and  be- 
come spindle-shaped.  Among  these  spindle-cells  are  seen 
not  so  many  roimd  cells  as  in  the  beginning  of  the  infec- 
tion, but  many  more  than  normal  (Fig.  7).  If  the  infec- 
tion continues  these  spindle-cells  ultimately  assume  a 
fibroblastic  type  (Figs.  10, 11) .  In  all  cases  these  changes 
in  the  type  of  the  stroma-cells  are  most  marked  at  first 
in  the  superficial  portion  of  the  endometrium,  but  if  the 
infection  continues  the  entire  thickness  of  the  mucosa 
becomes  involved. 

In  many  instances  plasma-cells  can  be  seen,  but  they 
are  so  difiScult  to  distinguish  from  a  round  cell  lying 
over  a  stroma-cell  that  it  is  not  thought  advisable  to  lay 
much  stress  on  their  presence. 

Glands, — The  changes  in  the  glands  include  the 
changes  in  the  epithelium,  changes  in  the  gland  contents 
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and  changes  in  the  number,  shape  and  caliber  of  the 
glands. 

The  gland  epithelium  undergoes  practically  the  same 
changes  as  have  already  been  noted  in  the  superficial 
epithelium,  except  that  in  the  glands  the  process  is 
much  more  frequently  carried  to  the  complete  destruc- 
tion of  the  epithelium  and  the  consequent  destruction  of 
that  part  of  the  gland  or  glands  involved  (Figs.  6,  11, 
12).  Not  infrequently  epithelial  cells  will  be  seen  which 
can  be  recognized  as  such  by  their  relation  to  each  other, 
but  which  taken  individually  cannot  be  distinguished 
from  the  modified  stroma  cells  (decidua-like  cells)  found 
in  the  same  field  (Fig.  4). 

In  many  instances  the  glands  become  filled  up  with 
round  cells,  leukocytes  and  broken-down  epithelium. 
The  round  cells  and  the  leukocytes  get  into  the  gland 
either  by  penetrating  the  unbroken  epithelium  or  by  the 
local  breaking  down  of  the  epithelium,  allowing  them  to 
pour  in  (Figs.  4  and  5).  This  filling  up  of  the  glands 
does  not  take  place  in  all  of  the  glands  of  any  infected 
endometrium,  but  when  it  is  present  it  may  be  seen  in 
from  three  to  a  dozen  glands  in  a  section.  The  migra- 
tion of  the  round  cells  and  leukocytes  through  the  super- 
ficial and  gland  epithelium  is  undoubtedly  the  source  of 
the  intermenstrual  discharge  which  has  so  long  been 
recognized  clinically  as  one  of  the  signs  of  infection  of 
the  endometrium. 

The  foregoing  are  the  marked  changes  that  are  noted 
as  taking  place  during  the  time  that  the  cells  of  the 
endometrium  are  subject  to  the  influence  of  an  infection. 
There  are,  no  doubt,  some  patients  who  recover  so  com- 
pletely that  no  trace  of  the  past  infection  remains.  On 
the  other  hand,  in  the  group  of  cases  studied  in  the  course 
of  the  preparation  of  this  paper  it  was  found  that  in 
every  case  in  which  the  clinical  history  and  local  lesions 
pointed  to  an  infection,  either  existent  or  preexistent, 
there  was  some  recognizable  lesion  in  the  endometrium. 
These  seeondar}-  results  no  doubt  vary  with  the  severity 
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Fig.  1.— Section  874:  M.  E.,  aged  25.  admitted  to  the  hospital 
June  25,  1909  ;  has  had  two  miscarriages,  the  last  one  year  ago. 
Last  menses  began  June  14  and  flowed  ten  days,  bleeding  very 
freely.  She  complained  on  admission  of  menorrhagla,  profuse 
vaginal  discharge,  frequent  micturition  and  pelvic  pain.  There  was 
present  an  acute  salpingitis.  This  field  shows :  a,  an  exudate  over 
the  superficial  epithelium ;  b,  superficial  epithelium  disintegrating ; 
c,  masses  of  round  cells  in  the  stroma. 
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Fig.  2. — Section  836a,  J.  W.,  aged  20,  admitted  to  the  hospital 
May  5,  1909 ;  had  a  miscarriage  August,  1908.  Last  menses  be- 
gan April  20,  and  flowed  thirteen  days ;  since  miscarriage  the 
flow  has  recurred  at  regular  intervals  but  has  continued  from  ten 
to  thirteen  days.  Patient  had  pelvic  pain  since  August,  1908. 
Operation,  May  7,  1909 ;  curettement,  infected  tubes  removed  and 
uterus  suspended.  Infection  probably  dates  from  the  time  of  the 
miscarriage.  The  field  of  illustration  shows :  a,  round  cells  pene- 
trating the  superficial  epithelium ;  b,  round  cells  in  the  stroma ; 
c,  round  cells  penetrating  the  gland  epithelium ;  d,  round  cells 
free  in  the  lumen  of  the  gland ;  e,  the  superficial  epithelium  has 
lost  Its  columnar  form,  is  rounded  and  swollen ;  f,  the  stroma  cells 
are  enlarged,  rounded  and  approach  the  decidual  type ;  g,  the  gland 
epithelium  has  lost  Its  distinct  shape  and  is  beginning  to  disin- 
tegrate. 
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Fig.  3. — Section  836a  (Sec  clinical  note  to  Fig.  2).  This  picture 
is  from  another  field  In  the  game  section  from  which  Figure  2  was 
made.  It  shows :  a,  the  superficial  epithelium  Is  swollen  and  Is 
breaking  down ;  b,  many  round  cells  infiltrated  among  the  enlarged 
stroma  cells.  The  changes  noted  in  these  two  figures  were  most 
marked  in  the  superficial  portion  of  the  endometrium.  In  the 
deeper  layers  there  was  a  very  marked  Increase  in  the  round-cell 
infiltration,  but  the  glands  were  not  materially  affected. 
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Fig.  4. — Section  872a:  D.  B.,  aged  36,  admitted  to  tlie  hospital 
June  10,  1909.  Last  pregnancy  terminated  at  full  term  three  years 
ago.  Last  menses  two  weeks  ago,  flowed  seven  days  and  very 
painful.  Patient  complains  of  peivic  pain  and  uterine  hemorrhage ; 
temperature  after  admission  ranged  from  99.5  to  101.  Operation 
June  25,  1909;  body  of  uterus  and  appendages  removed.  The 
tubes  showed  acute  infection  with  much  pus.  This  field  show^s : 
a,  enlarged  rounded  stroma  cells ;  b,  enlarged  and  rounded  gland 
epithelial  cells ;  c,  gland  filled  with  round  cells,  leukocytes  and 
broken  down  epithelium :  d,  round  cells  penetrating  the  gland  epith- 
elium ;  e,  round  cells  In  the  stroma. 
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Fig.  5. — Section  431 ;  J.  E.  M..  aged  48.  admitted  to  the  hos- 
pital September,  1J)06.  This  patient  was  curetted  In  July,  1905, 
for  the  relief  of  a  menorrhagla  and  leukorrhea  that  had  persisted 
two  years.  The  section  from  which  the  Illustration  was  made  is 
from  the  scrapings  removed  In  September,  1906.  The  uterus  at 
that  time  was  not  enlarged,  was  freely  movable,  and  In  normal  posi- 
tion ;  the  tubes  and  ovaries  were  normal.  This  field  shows :  a, 
gland  filled  with  round  cells  and  leukocytes :  b,  gland  epithelium 
broken  and  round  cells  pouring  Into  the  lumen  of  the  gland ;  c, 
masses  of  round  cells  In  the  stroma ;  d.  Irregular  shaped,  dilated 
gland ;  c,  heavy  type  of  gland  epithelium. 
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Fig.  6. — Section  846b;  G.  K.,  aged  30;  admitted  to  the  hospital 
May  13,  1909.  I^st  menses  began  April  25,  flowed  seven  days, 
regular,  duration  seven  or  eight  days ;  leukorrhea  for  the  past  year ; 
pelvic  pain  for  the  past  five  years,  but  suddenly  increased  two 
weeks  ago.  Operation  May  18 ;  supravaginal  hysterectomy  for 
infected  uterus  and  appendages.  Pus  in  both  tubes  and  ovaries 
Infected.  The  field  here  pictured  shows  the  process  of  gland  de- 
struction:  a,  lumen  of  gland  filled  with  disintegrating  epithelium; 
h,  round  cells  massed  Just  outside  of  the  gland ;  c,  gland  epithelium 
so  modified  that  it  can  be  recognized  as  such  only  by  Its  position. 
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Fig.  7. — Section  846b.  (For  clinical  notes  see  Fig.  6).  ThU 
field  shows :  a,  masses  of  round  cells  In  the  stroma ;  b,  nearly  all 
the  stroma-cells  have  become  spindle-shaped.  These  two  fields  from 
the  same  section  show  In  the  superficial  layer  (Fig.  G)  a  process 
that  we  recognize  as  an  acute  or  recent  one,  while  at  about  the 
middle  of  the  depth  of  the  endometrium  (Fig.  7)  are  changes  that 
are  due  to  an  older  process.  It  is  interesting  to  note  that  the 
clinical  history  indicates  both  a  recent  and  an  old  Infection. 
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Fig.  8.— Section  662b;  B.  K.,  aged  29.  Last  pregnancy  ended 
at  full  term  seven  years  ago ;  last  menses  Jan.  18,  1908,  scanty, 
irregular  and  painful.  Patient  had  symptoms  of  an  infection  six 
years  ago ;  cystitis  three  years  ago.  Operation  Feb.  14,  1908 ; 
supravaginal  hysterectomy  for  infected  uterus  and  appendages. 
This  field  shows :  a,  glands  in  the  upper  layer  of  the  endometrium, 
numerous,  small  and  irregular  in  outline ;  b,  glands  in  the  deeper 
portion  of  the  endometrium  much  dilated ;  c,  gland  epithelium 
consists  of  a  single  layer  and  much  lower  than  usual ;  d,  gland 
epithelium  is  tufted  as  it  is  in  the  glands  of  the  premenstrual 
endometrium.  Under  a  higher  magnification  the  stroma  is  seen 
to  be  made  up  largely  of  spindle-cells  Interspersed  with  a  few 
round   cells. 
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Fig.  9. — Section  688b;  E.  D.,  aged  27.  One  child  born  four 
years  ago;  last  menses  April  4,  1908,  regular,  flows  three  to  five 
days,  very  painful.  I'atient  has  had  pelvic  pain,  leukorrhea,  dys- 
menorrhea and  burning  micturation  since  labor  four  years  ago. 
Operation  April  10,  1908 ;  supravaginal  hysterectomy  for  infected 
uterus  and  appendages.  The  tubes  were  full  of  pus.  This  field 
shows :  a,  glands  in  the  superficial  part  of  the  endometrium  con- 
tracted or  absent ;  h,  glands  in  the  deeper  part  much  dilated. 
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Fig.  10. — This  is  a  higher  magnification  of  the  section  shown  in 
Figure  0.  The  field  is  about  half  way  between  the  musculars  and 
the  surface  of  the  endometrium.  There  Is  an  absence  of  cells 
that  even  resemble  the  normal  stroma  cells. 
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Fig.  11. — Section  799a  :  A.  C,  aged  47 ;  admitted  to  the  hospital 
Feb.  10,  1909.  Last  pregnancy  terminated  In  a  mlHcnrrlage  eight- 
een years  ago ;  last  menses  began  January  7,  and  flowed  sixteen 
days :  up  to  three  years  ago  menses  were  regular  and  the  flow 
lasted  seven  or  eight  days,  since  then  the  periods  have  been  irreg- 
ular, painful  and  profuse.  Operation  B>b.  11,  1909;  supravaginal 
hysterectomy.  Associated  lesions ;  uterine  myoma,  infected  uterine 
wall,  pyosalplnx,  adenocystoma  of  the  ovary.  This  fleld  shows : 
«,  superflcial  epithelium  intact ;  b,  almost  entire  absence  of  glands 
and  the  stroma  cells  are  replaced  by  connective  tissue ;  c,  numerous 
blood-yessels.  The  remains  of  the  endometrium  is  much  thinner 
than  the  normal  endometrium. 
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Fig,  12. — Section  680c;  M.  C,  aged  49;  iast  menses  four  years 
ago.  First  began  to  feel  discomfort  about  one  month  before  oper- 
ation. This  patient  had  an  adenocarcinoma  of  the  cervix  that  pro- 
duced a  complete  atresia.  The  body  of  the  uterus  was  larger  than 
a  man's  fist  and  distended  with  pus.  The  section  is  shown  to 
Illustrate  what  happens  to  an  endometrium  in  a  pyometrla ;  a, 
thinned  out  superficial  epithelium ;  b,  the  remains  of  a  gland ;  c,  all 
this  area  Is  densely  Infiltrated  with  round  cells  which  are  also 
present  in  large  numbers  In  the  muscularls ;  very  few  glands  re- 
main. 
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of  the  past  infection  and  are  not  perfectly  constant,  but 
some  of  a  very  few  conditions  are  practically  always 
present. 

The  superficial  epithelium,  even  where  it  has  been 
partially  destroyed,  apparently  is  reproduced  and  is 
present  as  a  continuous  single  layer  (Fig.  11).  In  the 
stroma  the  round  cells  decrease  to  their  proper  propor- 
tion and  the  stroma-cells  return  to  their  normal  ovoid 
shape  and  size,  or  retain  a  spindle  shape,  or  assume  the 
fibroblastic  type.  The  glands  in  the  upper  half  of  the 
endometrium  are  found  to  be  either  numerous,  small 
and  angular  (Fig.  8),  or  much  fewer  than  normal  (Fig. 
9).  The  glands  of  the  deeper  part  are  frequently  much 
dilated  (Figs.  8,  9).  This  dilatation  is  quite  dififerent 
from  the  dilatation  of  the  glands  in  the  premenstrual 
endometrium.  In  the  endometrium,  after  infection, 
the  dilatation  is  apparently  due  to  retention  from 
destruction  of  the  portions  of  the  glands  passing  through 
the  superficial  part  of  the  endometrium.  The  lining 
epithelium  of  these  distended  glands  is  usually  thinned 
out  by  compression.  In  other  instances  the  infection 
has  been  so  severe  that  all,  or  nearly  all,  of  the  glands 
have  been  destroyed  (Figs.  11,  12). 

From  this  study  of  endometriums  known  to  be 
infected  we  are  in  a  position  to  say,  with  a  reasonable 
degre  of  accuracy,  that  an  endometrium  under  examin- 
ation either  is  infected  or  that  it  is  not  infected;  and 
usually,  if  there  is  no  evidence  of  a  present  infection, 
whether  it  has  been  infected. 

It  is  useless  to  attempt  a  classification  of  the  results 
of  infection,  because  it  is  possible  to  find  all  stages  of 
the  reaction  to  infection  in  the  same  endometrium. 

6  West  Preston  Street. 

ABSTRACT   OF   DISCUSSION 

Ds.  Emil  Novak,  Baltimore:  That  tlie  endometrium  reacts 
toward  acute  infection  in  much  the  same  way  as  does  any  other 
tissue  cannot  be  impressed  too  strongly.  A  more  interesting 
and  difficult  problem  is  that  of  chronic  infection  of  the  en- 
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dometrium  and  of  chronic  endometritis.  If  we  assume  that 
the  endometrium  reacts  in  the  same  way  to  a  chronic  process 
as  do  other  structures  we  would  expect  to  find  in  such  cases  a 
certain  number  of  small  round  cells,  perhaps  fibroblasts,  etc. 

The  next  question  is,  are  all  cases  with  these  findings  to  be 
classed  as  chronic  endometritis,  or,  to  make  it  even  broader, 
are  all  to  be  considered  as  chronic  infections?  We  must  bear 
in  mind  that  we  often  find  fibroses  of  the  endometrium  in  con- 
ditions which  are  probably  not  of  an  infectious  nature,  as,  for 
example,  after  prolonged  passive  hyperemia.  Whether  or  not 
fibroid  changes  in  the  endometrium  are  to  be  called  chronic 
endometritis  is  therefore  often  a  difficult  question.  I  do  not 
think  we  can  tell  in  every  case.  It  is  much  the  same  problem 
as  if  an  individual  is  found  dead  on  the  street.  One  cannot  tell 
whether  he  died  of  apoplexy,  of  heart  disease,  or  of  something 
else.  We  see  the  result,  but  we  do  not  know  what  brought  it 
about.  So,  whether  there  has  been  merely  a  prolonged  hyper- 
emia or  an  actual  infection,  the  terminal  condition  in  the 
endometrium  is  apt  to  be  the  same. 

Another  interesting  question  in  this  connection  is  that  of 
the  avenues  of  infection  of  the  adnexa  in  cases  of  general 
pelvic  infection.  Formerly  it  was  believed  that  in  many  tubal 
infections  the  process  reached  the  tube  through  the  lymphatics 
rather  than  by  direct  continuity.  It  seems  to  me  that  this 
paper  throws  light  on  this  subject.  If  it  can  be  shown,  as 
seems  to  have  been  done,  that  in  practically  every  case  of  tubal 
infection  in  which  the  endometrium  was  examined  microscopic- 
ally evidences  of  infection  were  found,  it  would  seem  that  the 
infection  must  have  traveled  to  the  tube  by  way  of  the  en- 
dometrium. 
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NEW  YOBK 


There  persists,  especially  after  several  or  instrumental 
labors,  an  elongation  of  the  round  ligaments  and  of  the 
six  consecutive-tissue  ligaments  associated  with  the 
uterus,  and  more  especially  the  ligamenta  cardinalia. 
There  is  deepening  and  sinking  of  the  peritoneal  pelvic 
recesses  anterior  and,  especially,  posterior  to  the  uterus. 
Since  the  normal  anteverted  or  anteflexed  position  of 
the  uterine  fundus  is  maintained  only  if  the  cervix  is 
high  up  and  far  back,  such  descent  of  the  cervix  and 
fomices  permits  the  fundus  to  drop  back  into  retro- 
version, unless  there  be  present  unusually  short  and 
muscular  round  ligaments. 

Slight  ptosis  of  the  uterus  may  occur  with  the  fun- 
dus in  anteflexion  or  anteversion,  but  marked  ptosis  of 
ttie  uterus  implies  an  associated  retrodeviation.  A  re- 
troversion or  slight  retroflexion  permits  abdominal  pres- 
sure, among  other  accessory  factors,  to  cause  a  ptosis 
of  severe  degree.  Ptosis  does  not  occur  if  there  are  no 
lengthened  ligaments;  if  the  broad  ligaments  are  elas- 
tic or  sclerosed;  if  the  uterosacral  ligaments  are  short; 
if  there  is  no  tugging  by  a  loosened  vagina ;  if  there  is 
no  atrophy  of  the  perivaginal  tissues;  if  there  is  no 
injury  to  the  levator  ani  muscles,  etc. 

If  a  severe  degree  of  ptosis  carries  the  uterus  down 
no  further  than  to  the  vulva,  such  a  hysteroptosis  may 
be  defined  by  the  term  ^'descensus  uteri.*'    If  the  uterus 
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descends  beyond  the  vulva,  the  condition  is  called  a 
prolapse.  With  marked  ptosis  of  the  uterus  there  is 
descensus  vaginae.  The  anterior  and  posterior  walls  of 
the  upper  vagina  descend  in  association  with  any  marked 
descent  of  the  uterus.  The  nearer  the  portio  uteri  ap- 
proaches the  vulva,  the  more  is  the  vaginal  canal 
shortened  until,  in  the  more  extreme  cases,  it  too  finally 
lies  outside  the  vulva. 

Injury  to  the  fibers  of  the  levator  ani  muscles,  even 
when  the  perineum  is  not  torn,  results  in  a  very  flabby 
vulvar  outlet,  and  when  the  perineum  is  torn,  in  a  hernia 
of  the  rectum  (rectocele).  Many  cases  do  not  result  in 
more  than  uterine  ptosis,  or  retroversion  or  retroflexion, 
even  when  they  develop  cystocele,  or  both.  Loss  of  the 
support  which  the  levator  ani  furnishes  the  vagina  may 
be  of  importance.  In  many  cases  the  uterus  is  elon- 
gated, much  enlarged,  the  cervix  is  thickened  and  hyper- 
trophic and  the  vaginal  mucosa  very  thick.  There  is 
subinvolution  and,  at  times,  atrophy  of  the  elastic  peri- 
uterine and  perivaginal  tissues.  There  is  not  infre- 
quently associated  with  this  condition,  even  in  cases  in 
which  labors  have  not  been  numerous  or  instrumental,  a 
state  of  general  elasticity  associated  with  flabby  sub- 
involuted  abdominal  walls  and  with  varying  degrees  of 
gastroptosis  and  enteroptosis.  What  eflEect  may  persis- 
tence of  retroversion  and  descent  associated  with  intra- 
abdominal pressure  and  accessory  pressures  have  in  such 
cases?  It  leads  to  further  uterine  descent,  and  then,  if 
perivaginal  atrophy,  large  vagina  and  thickened  mucosa 
are  present,  we  observe  further  vaginal  descent;  (1) 
vagina  pushed  down  by  uterus;  (2)  vagina  pulling  down 
uterus;  or  (3)  vaginal  descent  occurring  simultaneously 
with  uterine  descent,  but  primarily  independent  of  it. 

The  pathologic  factors  may  be  grouped  as  follows : 

1.  Tendency  to  inelasticity. 

2.  Labor  injuries,  especially  if  repeated. 

3.  Subinvolution;  ligaments,  uterus,  vagina,  etc. 
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4.  Primary   ptosis  leading   to    retroversion.     Since  retro- 

version is  present,  attention  has  been  paid  to  the  dis- 
placement, and  while  this  is  an  important  pathologic 
factor,  the  elements  of  subinvolution,  injury  to  the  vari- 
ous muscles,  atrophy  and  predisposition  are  overlooked. 

5.  Posterior  enterocele  and  large  descended  fornix. 

6.  Large  vagina. 

7.  Vagina  loosened,  giving  no  support. 

8.  Loosened  vagina,  actively  tugging  on  the  uterus. 

9.  Bladder  torn  from  its  fastenings. 

10.  Splanchnoptosis  and  intra-abdominal  pressure 

11.  Vocation. 

12.  Age.    Most  of  the  extreme  cases  occur  after  the  meno- 

pause age,  when  there  is  great  atrophy  of  the  elastic 
fibers. 

In  the  most  extreme  eases  all  union  of  the  vaginal 
canal  with  surrounding  connective  and  elastic  tissues 
has  been  dissolved ;  all  relations  of  f omices  to  normally 
situated  peritoneal  or  uterosacral  structures  has  been 
altered;  all  attachment  of  the  uterus  to  fixed  points  of 
the  pelvic  wall  have  ended  in  tremendous  elongation  or 
atrophy. 

Surgically,  therefore,  we  have  to  take  into  considera- 
tion the  following  points: 

1.  Bladder  and  anterior  vaginal  wall. 

2.  Retrodeviation. 

3.  Elongated  uterus,  hypertrophied  cervix. 

4.  Roof  of  vagina,  which  should  be  restored  to  its  former 

elevation. 

5.  Posterior  enterocele. 

6.  Capacious  vagina.  \ 

7.  Descended  vagina.  [>         Levator  ani. 

8.  Rectocele  and  perineum.  ' 

The  first  step  in  the  operation  is  based  on  the  vagino- 
fixation operation  of  Diihrssen. 

The  complete  separation  of  the  bladder^  from  its  at- 
tachment to  the  cervix  to  the  anterior  wall  of  the  uterus, 
to  the  lateral  margins  of  the  lower  part  of  the  uterus 
and  to  the  anterior  fornix  and  anterior  vaginal  wall, 

1.  The  method  employed  in  the  separation  of  the  bladder  has 
been  described  in  the  International  Journal  of  Surgery,  May.  1909. 
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permits  this  organ  to  shrink  up  to  a  very  small  size  and 
permits  of  its  dislocation  into  any  desired  relation  to 
the  uterus.  It  is,  therefore,  obvious  that,  if  the  uterus 
is  now  attached  by  its  anterior  surface  to  the  vaginal 
flaps,  so  that  the  fundus  lies  up  behind  the  symphysis, 
the  bladder  must  of  necessity  then  rest  on  the  fundus 
and  posterior  wall  of  the  uterus  and  can  never  again 
come  into  contact  with  any  area  of  the  anterior  vaginal 
wall.  It  is  desirable,  before  attaching  the  uterus,  to 
resect  such  an  area  of  the  anterior  vaginal  flaps  as  will 
make  a  taut  anterior  vaginal  wall,  a  wall  of  such  nature 
that  it  neither  permits  the  fundus  to  sag  down  into  the 
vagina  nor  forces  it  too  far  back  from  intimate  relation 
with  the  symphysis.  In  this  new  position  of  the  uterus, 
the  bladder  assumes  a  new  and  permanent  relation  to 
the  posterior  uterine  wall.  It  is  not  necessary,  nor  do 
I  deem  it  advisable  except  in  rare  instances,  to  sew  the 
peritoneum  on  the  posterior  wall  of  the  bladder  to  the 
peritoneal  covering  of  the  posterior  wall  of  the  uterus 
at  the  level  of  the  internal  os. 

Resection  of  the  flaps  and  fixation  of  the  uterus  to  the 
anterior  vaginal  wall  may  be  carried  out  at  this  stage  but 
fixation  of  the  uterus  to  the  resected  fiaps  may  be  better 
allowed  to  wait  until  the  next  two  steps  of  the  operation 
have  been  completed,  namely,  the  amputation  of  the 
cervix  and  the  correction  of  the  posterior  enterocele. 
When  the  uterus  is  fixed  to  the  anterior  vaginal  wall,  I 
pass  four  sutures,  two  of  heavy  braided  white  silk  and 
two  of  No.  3  chromic,  through  the  edges  of  the  anterior 
flaps  and  through  the  upper  part  of  the  uterine  fundus. 
The  fixation  is  best  allowed  to  wait,  but  the  four  fixa- 
tion sutures  are  carefully  passed  through  the  fundus, 
their  ends  are  grasped  by  an  artery  forceps,  and  are 
subsequently  threaded  and  passed  through  the  vaginal 
flaps  after  the  next  two  steps  have  been  carried  out. 

A  high  amputation  of  the  enormously  hypertrophied 
cervix  is  now  in  order.  The  fundus  is  replaced  within 
the  pelvic  cavity,  with  or  without  fixation  to  the  flaps, 
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and  the  cervix  is  pulled  down  beyond  the  vulva  and  lifted 
up  toward  the  urethra.  A  transverse  incision  is  made 
through  the  vaginal  mucosa  at  as  high  a  point  as  pos- 
sible without  entering  the  cul-de-sac  of  Douglas;  the 
lower  edge  of  the  incision  is  grasped  with  a  mouse- 
toothed  forceps;  and  the  index-finger  covered  with 
gauze,  sometimes  aided  by  short  snips  of  blunt-pointed 
scissors,  separates  the  vaginal  wall  from  the  posterior 
wall  of  the  cervix  up  to  the  peritoneal  fold  of  Douglas, 
and  continues  to  dissect  this  peritoneal  fold  upward  for 
a  considerable  distance  from  the  posterior  wall  of  the 
uterus.  We  still  have  the  lateral  wall  of  the  cervix 
covered  by  a  bridge  of  vaginal  mucosa;  this  bridge  is 
incised  with  scissors  down  to  the  actual  structure  of 
the  cervix,  first  on  one  side  and  then  on  the  other,  and 
with  its  submucous  connective  tissue  is  peeled  away 
from  the  cervix  by  upward  rubbingp  of  the  gauze -cov- 
ered thumb.  It  peels  away  from  the  cervix  smoothly 
and  easily  up  to  the  uterine  arteries.  In  this  maneuver, 
as  well  as  in  the  dissection  of  the  posterior  vaginal  wall, 
there  is  considerable  oozing,  which  is  of  minor  impor- 
tance. Side  retractors  are  introduced  there,  if  necessary, 
the  bladder  is  held  out  of  the  way  by  an  anterior  retrac- 
tor and  the  cervix  is  amputated  at  the  level  of  the  in- 
ternal OS  by  the  aid  of  scissors.  If  this  amputation  is 
carried  on  from  one  side  to  the  other,  or  from  the  an- 
terior wall  of  the  cervix  down  through  the  posterior, 
cutting  of  the  uterine  arteries  should  be  avoided.  As 
soon  as  the  canal  of  the  cervix  is  invaded  the  thick 
anterior  lip  should  be  grasped  with  single-bladded  vol- 
sellum. 

After  amputation  of  the  cervix,  the  uniting  of  the 
vaginal  mucosa  around  this  new  external  os  is  begun, 
first  at  the  posterior  wall,  No.  3  chromic  catgut  sutures 
being  used  and  the  vaginal  mucosa  being  caught  at 
least  three-quarters  of  an  inch  from  the  edge  in  order 
to  cover  thoroughly  the  denuded  lower  end  of  the  uterus. 
After  the  first  suture  is  applied  and  tied,  the  others  are 
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applied  close  to  this  one^  first  on  one  side  and  then  on 
the  other,  care  being  taken  to  take  up  the  vaginal  mu- 
cosa snugly,  so  as  to  allow  of  no  reefs  or  pleats.  In 
this  way  the  surplus  of  the  posterior  fornix  and  of  the 
two  lateral  fomices  is  done  away  with.  The  sutures  are 
then  applied  to  the  lateral  wall  and  then  to  the  antero- 
lateral walls.  A  large  surplus  of  vaginal  flaps  is  noted, 
which  consists  of  the  originally  dissected  anterior  vagi- 
nal flaps  plus  the  surplus  gained  from  the  posterior  and 
lateral  fomices.  The  flaps  are  drawn,  first  one  and  then 
the  other,  over  to  the  opposite  side,  and  a  very  large 
triangular  area  is  cut  away.  Now  the  uterus  may  be 
attached  to  the  remaining  vaginal  flaps,  each  of  the  four 
fixation  sutures  which  have  been  applied  in  the  uterine 
fundus  being  threaded  separately  and  carried  through 
the  vaginal  flaps  near  their  upper  end.  These  may  now 
be  tied,  bringing  the  fundus  into  intimate  relation  with 
the  newly  formed  anterior  vaginal  wall.  The  flaps  be- 
low the  fixation  sutures  are  then  united  by  interrupted 
sutures  of  No.  3  chromic,  which  pass  through  the  an- 
terior uterine  wall  at  the  same  time;  or  else  the  tying 
of  these  sutures  may  be  left  until  the  complete  dissec- 
tion of  the  rectum  from  the  posterior  vaginal  wall  has 
been  completed,  for,  if  in  some  instances  these  fixation 
sutures  are  first  tied,  it  is  a  more  diflBcult  procedure  to 
carry  out  a  thorough  dissection  and  resection  of  the 
posterior  vaginal  wall. 

The  next  step  of  the  operation  consists  in  a  high 
colpoperineorrhaphy  which  includes  an  absolute  separa- 
tion of  the  rectum  from  the  posterior  vaginal  wall  to 
within  lA  to  %  of  an  inch  of  the  newly  formed  ex- 
ternal OS. 

Two  single-bladed  volsella  are  attached  to  the  lateral 
margins  of  the  vulva  at  a  point  which  is  to  constitute  the 
lower  end  of  the  posterior  vaginal  wall  and  the  highest 
point  of  the  new  perineum.  These  are  drawn  apart 
(before  this  an  intra-uterine  strip  of  gauze  is  intro- 
duced) ;  and  a  pair  of  curved  scissors  cuts  a  wide  tape- 
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like  strip  from  one  volsellum  to  the  other  along  the 
lower  edge  of  the  exi)osed  vaginoperineal  junction. 
Three  or  more  heavy  artery  forceps  are  applied  to  the 
skin  edge  after  this  strip  has  been  cut  away  and  are 
allowed  to  hang  down  so  that,  by  their  weight,  a  denud- 
ed area  half  an  inch  in  width  is  apparent.  The  upper 
edge  of  this  denuded  area  is  picked  up  with  a  mouse- 
toothed  forceps,  and  a  sharp  knife  begins  the  dissection 
of  this  thick  posterior  vaginal  wall  from  the  underlying, 
readily  bleeding  connective  tissues.  After  this  dissec- 
tion has  been  well  begun  from  one  volsellum  to  the 
other,  three  or  more  artery  forceps  are  applied  to  this 
upper  flap,  the  forceps  are  grasped  in  the  left  hand  and 
the  fingers  are  placed  behind  the  flap  and  the  separation 
is  continued  with  the  knife  from  the  underlying  tissue, 
and  then  continued  by  the  index-finger  covered  with 
gauze.  After  the  preliminary  dissection  with  the  knife 
has  been  well  started,  the  separation  goes  on  easily, 
occasionally  aided  with  the  knife  or  with  blunt-pointed 
scissors,  the  operator  being  extremely  careful  to  avoid 
cutting  into  the  rectocele.  Oozing  is  fairly  brisk,  but 
no  attempt  to  check  it  with  artery  forceps  need  be  made. 
The  dissection  should  extend  very  far  laterally,  especi- 
ally so  into  the  lateral  sulci  in  which  rest  the  separated 
levator  ani  muscles.  After  the  flap  has  been  thus  separ- 
ated upward  for  a  distance  of  two  inches,  it  is  pulled 
down  taut  and  then  bisected  along  the  median  line  as 
far  as  the  separation  has  been  carried.  Artery  forceps 
are  then  applied  to  the  highest  points  of  these  flap 
edges  and  the  separation  from  the  rectum  upward  and 
laterally  is  continued.  As  the  separation  extends  higher 
the  flaps  are  bisected  in  continuity  and  artery  forceps 
are  applied  high  up  in  succession.  In  this  manner,  the 
entire  posterior  vaginal  wall  is  separated  to  within  half 
an  inch  of  its  upper  limit  and  very  well  into  the  lateral 
sulci  of  the  vagina.  The  flaps  are  then  drawn  down, 
first  on  one  side,  and  then  on  the  other ;  a  large  area  is 
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resected  beginning  at  each  volsellum  and  extending  up- 
wards to  the  highest  point  of  the  dissected  flaps. 

If  the  uterine  fixation  sutures  have  not  yet  been  tied, 
they  are  tied  now,  and  the  union  of  the  edges  of  what 
now  remains  of  the  posterior  vaginal  flaps  is  begun  with 
heavy  chromic  catgut  beginning  at  the  highest  point  and 
gradually  approaching  the  perineum.  Occasionally,  one 
of  these  sutures  is  made  to  catch  the  connective  tissue 
over  the  rectocele  in  order  to  reef  it  upwards.  As  a 
rule,  this  is  not  advisable,  as  pockets  may  be  formed,  but 
with  each  successively  applied  suture  the  rectocele  is 
pushed  upward  by  a  blunt-pointed  instrument.  After 
several  such  sutures  have  been  tied,  it  will  be  noted  that 
the  vagina  has  been  reduced  to  a  canal  of  very  small 
caliber,  and  this  part  of  the  vagina  may  now  be  gently 
packed  with  iodoform  gauze.  We  now  have  left  a  large 
denuded  area  with  the  outline  of  a  rather  high  colpoper- 
ineorrhaphy  and  some  of  the  bulging  rectocele  at  the 
lower  area  still  remains  to  be  dealt  with. 

Since  the  rectocele  is  a  hernia  through  separated  or 
torn  levator  ani  muscles,  these  or  the  fascia  which  covers 
them  must  be  brought  together  in  such  a  fashion  as  to 
lie  between  the  new  vagina  and  the  rectum  and  hold  the 
rectocele  permanently  in  check.  Inasmuch  as  the  heal- 
ing of  such  a  large  denuded  area  is  promoted  to  a  great 
extent  by  the  use  of  the  smallest  possible  number  of 
sutures,  I  use  for  the  perineorrhaphy  with  the  very  best 
results  a  No.  4  chromic  catgut  suture  passed  in  figure- 
of-eight  fashion  and  constituting  a  single  stitch.  A  very 
long,  heavy,  slightly  curved  needle  is  used;  the  left 
index-finger  is  introduced  for  control  into  the  rectum 
so  that  the  needle  may  at  no  point  enter  the  lumen.  The 
highest  area  of  the  remaining  denudation  is  brought 
into  view  by  a  pair  of  forceps  applied  to  the  upper 
angle;  that  is,  to  the  last-applied  chromic  suture  which 
united  the  newly  formed  posterior  vaginal  wall.  The 
needle,  introduced  on  the  left  side  one-half  an  inch  or 
more  exterior  to  the  volsellum,  goes  in  deeply  through 
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the  lateral  area  of  the  denudation  under  the  levator  ani 
muscle.  It  is  then  continued  up  along  the  left  lateral 
edge  of  the  denudation  close  along  the  vaginal  mucosa 
and  comes  out  above  the  last  applied  chromic  suture,  now 
held  by  an  artery  forceps.  The  needle  is  pulled  through 
and  with  it  the  chromic  catgut.  It  is  now  introduced  on 
the  other  side  of  the  median  line  and  passed  down  be- 
tween the  exposed  connective  tissue  and  the  rectal  mu- 
cosa over  the  finger  in  the  rectum  half-way  between  the 
median  line  and  the  volsellum  on  the  right  side.  As  the 
needle  passes  lower  down  and  gets  within  an  inch  of  the 
skin,  it  is  passed  deeply  through  the  tissue  coming  out 
half  an  inch  from  the  skin  margin.  The  needle  and 
chromic  catgut  are  now  pulled  through  and  are  passed 
in  the  same  fashion,  but  from  below  upward,  midway 
between  the  median  line  and  the  volsellum  on  the  pa- 
tient^s  left  side.  It  is  then  passed  upward,  the  point 
of  the  needle  being  controlled  by  the  finger  in  the  rec- 
tum, and  makes  its  exit  at  the  upper  angle  of  the  denu- 
dation through  the  vaginal  mucosa.  It  is  then  intro- 
duced on  tiie  other  side  of  the  median  line,  passes  under 
the  mucosa  on  the  right  lateral  edge  of  the  denudation 
until  the  point  reaches  the  depth  of  the  right  lateral  sul- 
cus, and  is  thus  passed  deeply  imder  the  levator  ani 
muscles  and  out  external  to  the  right  volsellum  half  an 
inch  or  more  from  the  skin  edge.  The  needle  and  chro- 
mic catgut  are  then  pulled  through. 

In  order  to  make  the  union  of  the  posterior  vaginal 
waU  more  perfect,  three  chromic  catgut  sutures  are 
passed  (but  not  tied)  through  the  edges  of  the  mucous 
membrane,  forming  the  lateral  margins  of  the  denuded 
area  and  out  through  a  corresponding  point  on  the  other 
side.  These  are  grasped  by  artery  forceps  each  one 
separately.  Sutures  are  now  passed  to  unite  the  leva- 
tores  ani  of  the  two  sides  and  form  a  bridge  which  is  to 
restrain  firmly  the  rectocele.  One,  two  or  three  chromic 
sutures  are  passed  by  a  well-curved  needle  deeply 
through  the  lateral  sulcus  of  one  side  in  which  rests 
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the  levator  ani  and  its  coyering  of  fascia  and,  then, 
through  the  other  side  in  the  same  fashion.  I  have  not 
found  it  necessary  to  dissect  out  through  the  fascia  any 
muscle  bundles  of  levator  ani  muscles.  These  one,  two 
or  three  sutures  are  now  firmly  tied,  and  their  influence 
in  pushing  up  and  holding  back  the  rectocele  is  readily 
apparent.  These  are  the  only  buried  knots  in  this 
method  of  perineorrhaphy. 

A  pair  of  artery  forceps  is  now  applied  to  the  middle 
point  of  the  skin  edge,  the  two  ends  of  this  long,  single- 
stitch  chromic  suture  are  pulled  on  in  seesaw  fashion, 
gently  but  firmly,  and  that  part  of  the  single-stitch 
suture  which  has  passed  from  one  side  to  the  other  over 
the  skin  edges  is  seen  to  take  its  place  at  a  point  almost 
midway  between  the  ends  of  the  suture  held  in  the  hands 
and  the  artery  forceps  applied  to  what  is  now  becoming 
the  lowest  point  of  the  external  perineal  wound.  When 
the  two  ends  have  been  thus  pulled  on,  the  two  lateral 
sides  of  the  perineal  denudation  come  together  in  abso- 
lute contact^  and  a  triple  knot  is  tied  and  cut;  the  three 
chromic  sutures  which  were  passed  and  held  by  a  for- 
ceps are  tied.  They  unite  the  lower  end  of  the  posterior 
vaginal  wall. 

Two  or  more  chromic  sutures  are  now  introduced  in 
the  perineum  itself  to  bring  the  skin  edges  nicely  to- 
gether, and  the  patient  is  catheterized.  Strips  of  iodo- 
form gauze  are  tucked  into  the  vagina,  and  the  sphincter 
ani  is  given  a  most  thorough  stretching.  Then  iodoform 
gauze  is  applied  liberally  over  the  vulva  and  perinfium, 
and  is  renewed  with  suflBcient  frequency  to  keep  tiiis 
area  dry.  The  perineum  is  douched  several  times  a 
day,  especially  after  catheterization  or  defecation,  with 
a  pitcherf  ul  of  sterile  aluminum  acetate  solution.  Cath- 
eterization is  continued  for  three  or  four  days  and  the 
patient  is  then  allowed  to  void,  if  she  can.  The  bowels 
are  permitted  to  act  whenever  the  patient  is  so  inclined, 
otherwise,  medicine  is  administered  by  mouth  on  the 
third  or  fourth  day. 
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The  intra-uterine  strip  of  gauze  which  is  usually  marked 
by  having  a  piece  of  chromic  catgut  tied  around  the 
end  is  pulled  out  without  disturbing  the  vaginal  pack- 
ing on  tiie  third  or  fourth  day.  The  vaginal  packing 
of  iodoform  gauze  is  allowed  to  remain  from  five  to 
eight  days.  The  operation  is  attended  with  a  minimum 
of  shock,  the  pulse-rate  in  very  few  instances  being  over 
90  at  the  completion  of  the  operation. 

134  West  Eighty-seventh  Street. 

ABSTRACT  OF  DISCUSSION 

Db.  J.  H.  Cabstens,  Detroit:  I  should  like  to  ask  Dr. 
Bandler  how  old  these  patients  are  that  he  operates  on, 
generally  ? 

Db.  S.  W.  Bandleb,  New  York:  From  37  to  78.  The 
youngest  is  37. 

Db.  J.  H.  Cab8TEI7S:  That  is  the  point  that  I  was  going  to 
bring  out.  This  is  an  operation  on  the  order  of  the  old  opera- 
tion of  Martin  of  Berlin,  of  Mackenrodt  and  of  Duhrssen.  I 
do  this  operation  once  or  twice  a  year  because  the  women  are 
young.  They  are  in  the  child-bearing  period,  and  anxious 
perhaps  to  have  children,  and  I  endeavor  in  every  way  surgi- 
cally to  save  that  capacity.  But  when  a  woman  is  over  forty, 
if  she  is  past  the  menopause,  or  if  she  is  seventy -five,  why 
in  the  name  of  conservatism  should  anybody  try  to  devise 
and  subject  a  woman  to  an  operation  that  takes  an  hour 
and  a  half  to  preserve  a  little  picayune  piece  of  uterus? 
When  you  have  a  good  for  nothing  piece  of  uterus,  have  sliced 
off  a  great  piece  of  the  cervix,  have  taken  out  the  tubes  so 
that  she  cannot  become  pregnant,  then  you  preserve  this  lit- 
the  piece.  What  for  I  don't  know.  In  this  kind  of  a  case  you 
can  do  all  kinds  of  plastic  operations,  without  benefit.  In 
such  a  case  I  just  cut  around  the  uterus,  take  it  right  out, 
stitch  the  two  broad  ligaments  together,  and  make  a  little  flap. 
The  whole  thing  can  be  done  in  fifteen  or  sixteen  minutes, 
with  good  results,  and  the  woman  is  not  subjected  to  an 
operation  which  takes  an  hour  and  a  half  or  two  hours. 

Db.  J.  Rn)DLE  Goffe,  New  York  City:  I  quite  agree  with 
what  Dr.  Carstens  has  said  in  regard  to  the  removal  of  the 
uterus.  In  all  these  cases  in  women  approaching  the  meno- 
pause, or  afterward,  it  is  my  invariable  rule  to  remove  the 
uterus.  I  see  no  reason  for  keeping  it.  It  shortens  the  opera- 
tion very  much  and  makes  sure  of  good  support  from  the 
broad  ligaments. 

The  point  I  would  criticise  in  Dr.  Bandler's  operation  is 
that  he  separates  from  the  cervix  at  either  side  the  strong 
structure    at    the    base    of    the    broad    ligaments,    viz.,    the 
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fibromuscular  structures  called  the  cardinal  ligaments.  Un- 
less  that  support  is  retained,  even  though  you  do  as  com- 
plete an  operation  as  has  been  described,  sooner  or  later  that 
little  piece  of  uterus  is  going  to  come  down.  No  matter  how 
thoroughly  the  perineum  is  built  up  or  how  securely  the 
fundus  is  stitched  to  the  anterior  vaginal  wall,  unless,  as  I 
say,  these  cardinal  ligaments  and  the  round  ligaments  are 
preserved  and  support  from  them  secured,  sooner  or  later 
the  vagina  will  turn  itself  inside  out,  and  while  the  fundus 
will  not  be  seen  at  all,  the  cervix  will  come  down  and  drag 
the  bladder  after  it.  I  have  seen  such  conditions  after  opera- 
tion. There  may  be  some  cases,  as  Dr.  Carstens  says,  of 
women  who  desire  to  have  children,  in  whom  it  is  well  to  pre- 
serve the  uterus.  I  have  done  the  operation  with  that  intent. 
After  the  uterus  is  removed  my  method  is  to  stitch  together 
the  broad  ligaments  from  either  side  across  the  pelvis,  com- 
mencing with  the  round  ligaments,  carrying  my  sutures  down 
the  full  width  of  the  broad  ligaments,  including  the  cardinal 
ligaments.  Upon  this  plane  of  tissue  I  spread  out  the  bladder, 
stitching  it  firmly  at  three  points,  thus  hanging  it  there  and 
securing  its  support  from  above.  The  fascia  lata  and  anterior 
vaginal  wall  are  then  trimmed  off  and  stitched  to  fit  snugly 
the  base  of  the  bladder.  It  is  important  to  relieve  the  recto- 
cele.  A  rectocele,  if  continued,  is  bound  to  pull  the  uterus 
down.  In  a  rectocele  we  have  introduced  a  new  force  which 
is  not  there  naturally  at  all,  a  pulling  force  that  drags  down 
whatever  is  above  and  unless  we  repair  the  floor  of  the  pelvis 
the  prolapsed  condition  is  reproduced.  My  method  of  doing 
that  is  to  start  from  above  where  I  have  cut  away  the  peri- 
toneum posteriorly  to  the  cervix,  dissect  down  a  broad  piece 
of  tissue  the  full  width  of  the  rectum,  clear  down  to  the 
vulva  and  out  on  either  side  to  get  hold  of  the  levator  ani 
muscles.  Where  a  large  rectocele  is  present  I  plicate  the 
rectum,  taking  in  the  slack  in  its  longitudinal  axis,  and  then 
bring  together  the  levator  ani  muscles  from  either  side  in 
front  of  the  rectum  to  restore  the  floor  of  the  pelvis. 

Dr.  F.  F.  Lawrence,  Columbus,  Ohio:  The  questions  occur 
to  me:  Why  do  we  have  prolapse?  Why  is  it  that  in  quite 
a  goodly  number  of  women  who  have  had  their  perineums  torn 
almost  to  the  rectum  they  go  on  for  years  without  even  a 
slight  descensus?  It  seems  to  me  that  when  we  start  on 
the  theory  of  building  up  from  below  in  a  case  of  complete 
prolapse  or  any  other  marked  descent  of  the  uterus  we  are 
getting  the  cart  before  the  horse  absolutely.  In  the  first 
place,  a  marked  retroversion  is  a  physical  im]>ossibility,  much 
more  is  a  prolapse  an  impossibility,  so  long  as  the  broad  liga- 
ment is  sufficiently  tense  to  sustain  the  weight  of  the  ab- 
dominal contents,  not  only  against  normal  weight,  but  against 
deep  inspiration  or  pressure  about  the  waist  from  corsets  or 
from  clothing.  And  we  may  repair  from  below  all  we  please 
but  we  have  not  relieved  the  ptosis  within  the  abdomen  and 
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consequently  the  weight  of  the  entire  abdominal  contents  will 
be  on  the  top  of  our  downward  repair  and  sooner  or  later  with 
even  no  recurrence  of  the  prolapse  of  the  rectocele  and  the 
vesicocele  we  will  have  the  women  in  constant  pain  because 
of  pressure  on  the  compressed  scar  tissue.  I  do  not  believe 
(as  Dr.  Carstens  has  just  so  emphatically  said)  that  we  are 
justified  in  doing  any  prolonged  tedious  plastic  operation 
creating  an  enormous  amount  of  scar  tissue  which  never 
amounts  to  anything  anyhow,  leaving  the  real  cause  of  the 
diflSculty  which  lies  above.  We  must  restore  the  tension  of 
the  broad  ligament  to  sustain  the  contents  of  the  abdomen 
first.  Then  simply  by  the  repair  of  the  rectocele  and  the 
cystocele  we  shall  render  all  the  service  we  are  able  to  do. 

Dr.  J.  M.  Baldy,  Philadelphia:  This  operation  does  not 
deal  with  the  essential  point  of  prolapsus  uteri.  A  nice  opera- 
tion is  done  on  the  vagina  but  nothing  is  done  after  the 
uterus  is  put  back  into  the  pelvis  to  push  it  up  to  the  normal 
height  and  to  hold  it  there.  If  this  is  true  you  fail  in  every- 
thing, because  all  the  pressure  that  tears  the  uterus  loose  will 
still  be  operative.  Any  operation  that  fails  to  deal  with  that 
per  se  condemns  itself.  The  amount  of  denudation  done  is 
simply  enormous.  Passing  the  fingers  into  the  rectum  with 
or  without  gloves — and  gloves  make  them  dirtier  than  with- 
out— you  add  to  the  chance  of  infection. 

Dr.  S.  W.  Bandler,  New  York:  I  am  not  at  all  worried 
by  this  tirade.  I  have  not  come  here  and  presented  to  you  an 
idea.  I  have  been  working  on  this  vaginal  route  for  fourteen 
years.  I  tried  to  cure  these  patients  originally  by  a  simple 
vaginal  fixation  and  found  it  was  by  no  means  enough.  I 
added  to  that  the  high  amputation  of  the  cervix,  and  found 
that  was  not  enough.  I  tried  amputating  the  cervix  and  spe- 
cial method  of  getting  the  two  large  flaps  before  fixing  the 
fundus  in  front.  That  was  fine,  but  still  not  enough.  But 
since  I  diminished  the  caliber  of  the  vagina  and  did  a  high 
perineorrhaphy  not  a  case  has  recurred.  Where  would  we  be 
to-day  in  surgery  if  its  great  men  said  "Don't  do  this  or  that 
operation  because  it  is  a  long  one  or  a  bloody  one?"  When 
men  like  Dr.  Baldy  talk  this  way  it  is  child's  talk.  These  pa- 
tients even  at  the  age  of  75  go  back  to  bed  with  the  pulse 
almost  normal  in  rate.  I  am  not  excited  in  making  such 
remarks,  only  enthusiastic.  I  am  not  here  to  claim  that  this 
is  an  entirely  original  operation.  If  I  had  had  opportunity 
tp  finish  the  paper  I  would  have  stated  that  it  is  founded  on 
the  principle  of  vaginal  fixation  as  described  by  Duhrssen  and 
Mackenrodt.  What  does  Dr.  Carstens  propose  to  do?  I  have 
always  admired  him  for  his  work.  He  now  speaks  of  taking 
out  the  uterus  in  ten  minutes.  It  is  the  hardest  thing  in  the 
world  to  keep  ourselves  from  doing  a  hysterectomy  in  these 
cases  because  it  is  so  easy,  but  this  does  not  cure  the  patient; 
nor  have  we  supported  the  bladder.  When  Dr.  Carstens  re- 
moves the  uterus  he  does  not  cure  the  prolapse  of  the  vagina 
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or  the  cyfltocele.  I  did  that  operation  in  1900,  1901  and 
1902  and  the  patients  would  come  back  with  the  bladder 
down.  Here  is  an  operation  that  is  a  beautiful  thing  because 
the  cervix  is  placed  high  up  and  far  back.  The  uterus  does 
not  descend  in  the  way  Dr.  Baldy  says.  Dr.  Baldy  says  I  do 
not  lift  that  cervix  up.  I  do  lift  it  up.  I  do  a  high  amputa- 
tion to  make  the  uterus  so  short  that  when  the  intra- 
abdominal pressure  pushes  the  fundus  down  the  new  cervix 
rises  up  and  back.  There  will  be  no  new  cystocele.  Hys- 
terectomy for  total  prolapse!  It  is  child's  talk.  Don't  forget 
that  the  vagina  is  very  capacious  in  these  cases.  When  you 
fix  the  fundus  back  of  the  symphysis  and  it  is  fixed  good  and 
hard,  so  that  it  will  stay ;  when  you  amputate  that  cervix  and 
do  the  operation  so  that  you  take  away  the  posterior  entero- 
cele;  when  you  diminish  the  caliber  of  the  vagina  so  that  it 
scarcely  admits  two  fingers  by  resecting  the  posterior  wall, 
and  do  a  high  perineorrhaphy,  then  you  have  a  fine  complete 
operation.  If  these  women  did  not  complain  we  would  not  do 
the  operation.  By  this  method  I  have  never  lost  a  case,  I 
have  never  perforated  a  bladder  and  have  never  cut  a  hole  in 
the  rectum. 
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Fig.  1. — A  papillomatous  pedicle  springing  from  modified  kidney 
structure  (X  100). 
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Fig.  2. — A  loosely  spread  portion  of  a  papillary  growth  (X  100). 
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Fig.  3. — Shows  cyst  wall  and  areas  of  hemorrhage  (X  100). 
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Fig.  4. — A  small  cyst  and  iraplllary  growth  Inside  (X  100). 


Digitized  by 


Google 


Digitized  by 


Google 


FI>?.  r». — A  portion  of  a  cyst,  and  a  portion  of  modified  kidney 
cortex  which  contains  Malpighian  bodies  and  numerous  tubules 
cut  In  various  directions   (X    1()0>. 
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Fig.  6. — After  hysterectomy   and   nephrectomy ;  spinal   deformity 
from  carles  of  three  upper  lumbar  vertebriB. 
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PAPILLAEY  CYSTADENOMA  OP  THE  KIDNEY, 

ASSOCIATED  WITH  MYOMA  OF  THE 

UTEEUS  AND  SPINAL  GABIES 


GEORGE  ERETY  SHOEMAKER,  MJ). 
Gynecologist  to  the  Presbyterian  Hospital 

PHILADELPHIA 


Summary, — ^The  patient  presented  an  unusual  series  of 
lesions,  namelj,  uterine  myoma  with  hemorrhage,  spinal  car- 
ies and  kyphosis,  together  with  a  large  bleeding  tumor  of  the 
kidney.  Hysterectomy  was  first  done  for  the  myoma.  The 
kidney  hemorrhage  filled  the  bladder  with  firm  clots  which 
decomposed;  a  vesicovaginal  incision  gave  exit  to  the  offensive 
clots  and  averted  infection  of  the  kidney  growth.  The  latter 
was  removed  by  nephrectomy  and  later  imder  local  anesthesia 
the  vesicovaginal  fistula  was  closed.    The  patient  recovered. 

History, — ^M.  J.,  aged  27,  married,  bterile,  was  an  overtall 
thin  mulatto  woman.  On  admission  to  the  Presbyterian  Hos- 
pital she  was  able  to  give  little  history  except  that  of  irreg- 
ular hemorrhage  from  the  vagina  for  a  year,  at  times  severe. 
The  day  before  admission  the  urine  was  bloody  also,  but  she 
had  not  clearly  distinguished  the  uterine  from  the  urinary 
bleeding  in  the  past.  For  two  months  she  had  noticed  a 
tumor  in  the  left  upper  abdomen.  There  had  been  a  little 
pain  for  a  month  in  the  left  lumbar  region,  over  the  left  iliac 
crest  and  in  the  left  thigh  and  the  legs.  There  were  well- 
marked  syphilitic  scars  about  the  anus  and  legs.  The  urine 
was  negative  except  for  abundant  blood.  As  the  hemoglobin 
was  28  per  cent,  and  she  was  losing  blood  freely  from  the 
uterine  tumor,  abdominal  hysterectomy  was  done  as  a  first 
step.  An  interstitial  uterine  growth  reached  nearly  to  the 
navel,  which  the  pathologic  laboratory  reported  as  a  myoma 
of  the  uterus  with  no  unusual  features. 

Recovery  from  the  hysterectomy  was  aseptic,  but  about  two 
weeks  afterward  the  hemorrhage  from  the  tumor  of  the  left 
kidney,  which  had  been  absent  since  admission,  began  again 
and  soon  became  serious.    The  bladder  filled  with  firm  clots, 
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which  became  infected  and  highly  offensive.  The  cystoscope 
showed  blood  coming  from  the  left  ureter,  and,  while  it  might 
have  been  possible  to  break  up  and  remove  clots  with  an  evao- 
uator,  the  process  was  not  without  danger  and  would  probably 
have  to  be  repeated.  With  the  large  mass  present  involving 
the  lumbar  spine  as  well  as  apparently  the  left  kidney,  not 
the  slightest  chance  of  infection  through  the  bladder  could  be 
taken.  Therefore  a  large  vesicovaginal  opening  was  made, 
attaching  together  the  mucous  membrane  of  the  bladder  and 
vagina.  Removal  of  the  clots  and  irrigation  through  this 
fistula  promptly  cleared  up  the  bladder  infection  and  main- 
tained a  clean  field  while  the  kidney  was  att^ided  to. 

Ewamination  of  Tumor. — ^What  appeared  to  be  a  kidney 
tumor  reached  2  inches  below  the  navel  on  the  left  side,  filled 
the  whole  left  upper  quadrant  and  was  lost  under  the  ribs, 
which  were  forced  outward  and  forward.  The  enlargement 
produced  by  the  tumor  continued  around  behind  where  it 
joined  another  swelling  to  the  left  of  the  three  upper  lumbar 
vertebrae.  These  projected  backward  out  of  line.  The  swell- 
ing immediately  to  the  left  of  the  diseased  vertebrae  was  deep- 
seated  between  the  ribs  and  the  spine.  There  was  tenderness, 
but  no  definite  fluctuation  and  no  redness  of  the  skin.  The 
questions  for  decision  were  whether  the  abdominal  tumor  was 
directly  continuous'  with  the  tumor  of  the  spinal  column;  or 
whether  the  spinal  disease  was  a  caries  and  separate  from 
the  other  tumor,  while  lying  in  contact  with  it;  and,  as  the 
masses  could  not  be  separated  by  examination,  whether  an 
attempted  nephrectomy  would  open  up  the  spinal  area  or 
not.  A  well-marked  bruit  and  thrill  behind  suggested  an 
aneurism  eroding  the  vertebrae,  but  it  was  found  that  these 
sjrmptoms  appeared  only  when  the  patient  lay  on  the  right 
side.  Indeed,  the  kidney  tumor  proved  to  be  suspended  from 
its  upper  portion  with  some  range  of  mobility  below,  so  that 
with  change  of  the  patient's  position  it  would  swing  against 
the  aorta,  giving  rise  to  the  bruit.  The  skin  test  of  von  Pir- 
quet  for  tuberculosis  was  negative.  The  oj-ray  photograph- 
showed  necrosis  and  posterior  displacement  of  the  three  upper 
lumbar  vertebrae,  apparently  from  intrinsic  disease  and  not 
from  erosion.  Aspiration  to  a  depth  of  2  inches  in  the  swell- 
ing to  the  left  of  the  spine  yielded  dark,  thin,  bloody  fluid. 
On  this  the  report  of  the  pathologic  laboratory  by  Dr.  Canby 
Robinson  was  sterile  blood  with  excess  of  serum.  Cultures 
and  smears  were  negative  for  tubercle  bacilli  and  other  organ- 
isms. In  the  determination  of  the  suflSciency  of  the  other  kid- 
ney, indigocarmin  solution  was  injected  into  the  buttock  mus- 


Digitized  by 


Google 


67 

cles  by  Dr.  Laws.  The  cystoscope  then  showed  active  spout- 
ing of  blued  urine  from  the  right  ureter  in  eighteen  minutes, 
while  the  blue  stain  appeared  much  more  slowly  on  the  dis- 
eased side,  and  the  spurts  were  very  feeble  and  infrequent. 
The  blue  stain  was  very  faint  on  the  left.  This  proved  the 
relatively  greater  activity  of  excretion  on  the  sound  or  right 
side,  and  as  there  were  no  casts,  while  the  total  twenty-four- 
hour  quantity  was  good,  nephrectomy  appeared  safe.  Dr.  Wil- 
lard  concurred  in  the  opinion  that  the  main  mass  was  a  renal 
tumor,  probably  separate  from  the  tender  swelling  near  the 
spine  and  that  this  was  secondary  to  spinal  caries.  Operation 
proved  the  correctness  of  this  view. 

Operation. — ^Through  an  incision  8  inches  long  forward  over 
the  tumor  from  the  edge  of  the  quadratus  lumborum,  the 
entire  tumor  was  enucleated  and  proved  to  be  a  greatly  en- 
larged left  kidney.  There  was  no  evidence  of  infiltration  of 
surrounding  tissues.  Owing  to  the  inaccessibility  of  the 
stump,  two  curved  hemostatic  forceps  were  left  attached  to  it, 
no  ligatures  being  applied. 

Postoperative  History, — At  the  end  of  forty-eight  hours 
these  were  unfastened,  one  being  removed  entirely  on  the  third 
day  and  the  other,  which  had  appeared  to  be  adherent,  on 
the  fourth  day.  There  was  no  hemorrhage,  and  aseptic  heal- 
ing followed.  Eighteen  days  after  the  nephrectomy,  the  ves- 
icovaginal fistula  was  successfully  closed  with  no  pain  imder 
local  anesthesia.  Two  per  cent,  eucain  solution  and  1  to  20,000 
adrenalin  solution  were  injected  into  the  tissues  of  the  vesico- 
vaginal septum. 

When  studying  the  kidney  functions  prior  to  nephrectomy 
in  this  patient,  the  presence  of  the  vesicovaginal  fistula  pre- 
vented the  distention  of  the  bladder  with  water  or  air  to  facil- 
itate cystoscopy.  As  reported  to  the  Philadelphia  Academy 
of  Surgery*  I  overcame  the  diflftculty  by  introducing  a  finger- 
cot  partly  through  the  fistula  and  then  distending  the  cot 
with  water.  This  tightly  closed  the  fistula  for  the  time  and 
made  cystoscopy  easy.  Four  weeks  after  the  nephrectomy, 
when  the  patient,  wearing  a  plaster  jacket  for  the  spinal 
caries,  was  nearly  ready  for  discharge  from  the  hospital  she 
suddenly  developed  a  motor  paralysis  of  both  lower  extremi- 
ties without  impairment  of  sensation.  She  had  previously 
been  moving  freely  about  the  bed.  This  impairment  increased 
rapidly  for  seven  days  after  which  some  improvement  in 
motion  occurred.     The  patient  became  unwilling  to  wear  a 

1.  Shoemaker,  O.  B. :  Ann.  Surg.,  December,  1909. 
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plaster  jacket  and  was  discharged  at  her  own  request  forty 
days  after  the  nephrectomy.' 

Mioro8copio  Eoamination  of  Tumor, — ^Dr.  G.  Canby  Robin- 
son, the  pathologrist  of  the  Presbyterian  Hospital,  kindly  con- 
tributes the  following  description  of  the  microscopic  appear- 
ances of  the  renal  tumor:  ''The  tumor  mass,  which  measures 
18  by  12  by  9  cm.,  takes  roughly  the  shape  of  an  irregularly 
enlarged  kidney.  It  is  roughened  by  slightly  bulbous  swell- 
ings, especially  at  the  lower  end.  These  swellings  have  a 
dark  red  and  purple  color.  The  tumor  is  firm  in  consistency. 
In  one  place  there  is  a  cavity  which  appears-  to  be  the  remains 
of  the  pelvis  of  the  kidney.  On  section  the  kidney  is  found 
to  be  almost  replaced  by  a  tumor  mass  and  only  at  the  upper 
end  is  kidney  tissue  seen.  Here  the  cortex  is  pale,  almost 
white,  and  swollen,  and  glomeruli  cannot  be  seen.  The  tumor 
structure  is  pinkish-yellow  in  color  and  rises  slightly  above 
the  cut  surface,  through  which  fine  bands  of  connective  tissue 
run.  At  places  the  tissue  is  opaque,  while  in  some  areas  it  is 
translucent  and  colorless,  resembling  hard  starch.  Micro- 
scopic sections  show  kidney  tissue  only  occasionally.  When 
it  is  seen,  there  are  a  few  glomeruli  and  compressed  tubules 
scattered  through  large  masses  of  connective  tissue.  The 
timior  is  composed  of  fine  strands  of  connective  tissue,  which 
grow  out  apparently  from  the  increased  connective  tissue  of 
the  cortex,  and  which  extend  in  a  branching  papillomatous 
manner  in  all  directions.  The  connective  tissue  forms  a 
stroma  of  the  main  tumor  cells  which  lie  on  both  sides  of  the 
fine  connective  tissue  strands.  There  are  large  cuboid  or 
columnar  epithelial  cells,  practically  always  lying  in  a  sin- 
gle layer,  possessing  large  vesicular  nuclei  with  nucleoli,  and 
resembling  large  tubular  epithelium.  Tubule-like  structures 
are  often  seen.  Cysts  formed  by  the  walls  of  connective  tissue 
and  epithelium  are  frequent,  and  small  masses  of  blood  are 
present.  The  epithelial  cells  do  not  appear  to  have  imdergone 
malignant  changes,  but  in  one  or  two  places  small  nests  of 
cells  are  arranged  in  a  rather  suspicious  manner." 

Diagnosis. — Papillomatous  cystadenoma  of  the  kidney.  No 
definite  signs  of  malignancy. 

Watson  and  Cunningham'  state  that  the  adenomas  of 
the  kidney  are  both  malignant  and  benign. 

2.  Augast,  1910,  ten  months  after  nephrectomy,  patient  is  re- 
ported as  doing  light  housework. 
8.  Genlto-Urlnary  Diseases,  11,  231. 
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The  papillary  type  usually  prevails,  but  the  alveolar  is 
likewise  common.  The  relation  between  the  benign  and  ma- 
lignant adenoma  is  obscure.  The  majority  of  pathologists 
believe  that  the  two  are  identical,  and  that  they  differ  from 
each  other  only  in  a  clinical  sense.  There  are  transition  forms 
from  adenoma  to  carcinoma,  although  the  transition  is  not  a 
sharp  one.  It  is  probable  that  many  of  the  malignant  adeno- 
mata are  benign  in  the  first  place,  and  that  malignancy  super- 
venes. It  is  impossible  to  say  how  long  the  disease  has  existed 
in  the  benign  form,  because  the  tumor  may  be  unrecognized 
for  many  years. 

In  a  series  of  ninety-one  tumors  of  the  kidney  exam- 
ined at  the  Massachusetts  General  Hospital,  four  were 
of  the  type  of  large  papillary  cystadenomata  of  the 
kidney.* 

The  accompanying  photomicrographs  of  the  tumor 
tissue  illustrate  many  of  the  characteristic  features  of 
the  disease. 

4.  Nelson  and  Cunningham:  Genito-Urinary  DiaeaBes,  p.  220. 
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THE   USELESSNESS   OF   LOCAL   TREATMENT 
IN  PUERPERAL  SEPSIS 


J.  H.  CARSTENS,  M.D. 

Professor  of  Surgical  Gynecology  and  Obstetrics.  Detroit  College  of 

Medicine 

DETBOIT 


When  I  was  in  active  obstetric  practice,  twenty-five  or 
thirty  years  ago,  I  saw  many  cases  of  puerperal  sepsis, 
especially  in  consultation  and  coming  from  the  hands  of 
midwivQs.  We  were  then  just  beginning  to  practice  anti- 
septic midwifery  and  our  great  object  was  to  kill  the 
germs.  Hence,  we  began  to  use  various  remedies  that  we 
supposed  would  destroy  micro-organisms,  such  as  phenol 
and  mercuric  chlorid,  and  I  used  these  faithfully  as 
vaginal  douches  and  by  intra-uterine  irrigation.  Then 
the  fad  of  iodoform  started,  and  I  plead  guilty  of  even 
introducing  the  stinking  suppositories  into  the  uterine 
cavity  and  letting  them  melt  there. 

But  it  soon  was  clear  to  me  that  there  was  not  much 
difference  in  the  ultimate  result,  no  matter  what  kind  of 
local  treatment  we  made  use  of — that  the  real  aim  was 
asepsis,  the  prevention  of  puerperal  fever. 

I  then  found  the  best  result  by  cleaning  out  the  uterus 
gently  with  a  little  absorbent  cotton  or  gauze  on  a  swab, 
carefully  wiping  it  dry,  and  then  swabbing  it  out  with 
pure  phenol.  My  idea  was  that  by  curetting  the  lymph- 
channels  were  opened  and  raw  surfaces  were  made,  and 
thus  better  chance  was  given  for  absorption,  while  by 
simply  mopping  the  uterus  out  any  little  detritus  and 
secretion  which  might  contain  bacteria  were  rubbed 
away,  and  if  any  small  raw  surfaces  existed,  by  cauter- 
ization with  pure  phenol  they  were  closed  and  covered, 
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thus  preventing  absorption  and  at  the  same  time  perhaps 
destroying  all  the  micro-organisms  that  existed  there. 
But  even  this  mode  of  treatment  I  doubted,  and  finally 
stopped  that  also,  depending  altogether  on  constitutional 
treatment. 

I  have  always  had  imbounded  faith  in  the  use  of 
quinin,  holding  that  it  inhibits  or  checks  the  ravages  of 
micro-organisms  and  toxins  in  the  blood,  but  in  our 
present  light  it  seems  to  me  that  it  probably  supplies 
some  opsonin.  Then  I  believed  in  elimination,  and  kept 
the  bowels  free,  and  gave  the  patients  large  quantities 
of  water  to  flush  the  kidneys  constantly.  This  mode  of 
treatment  seemed  to  give  as  good  results  as  the  heroic 
local  treatment  which  was  all  the  rage,  if  not  better. 

In  connection  with  puerperal  sepsis  there  is  another 
thing  to  be  considered,  and  that  is  the  kind  of  micro- 
organism which  causes  the  trouble.  In  most  cases  it  is 
the  streptococcus,  pneumonia,  diphtheria,  grip  or  colon 
bacillus — sometimes  a  mixture  of  two  or  more.  These 
all  seem  to  cause  more  or  less  local  disturbance,  with  a 
good  deal  of  pain,  but  I  saw  a  number  of  cases  of  puer- 
peral sepsis  in  the  course  of  my  practice  which  absolutely 
produced  no  symptoms.  The  patient,  when  asked  how 
she  felt,  replied,  '^ery  well.^'  Asked  if  she  had  any 
pain,  she  would  say  "No.''  The  abdomen  would  be  per- 
fectly flat;  no  localized  tenderness  or  pain  anywhere; 
patient  was  feeling  all  right,  taking  nourishment,  bowels 
moving  perfectly ;  in  fact,  all  the  bodily  functions  appar- 
ently in  good  condition.  The  only  thing  she  might 
complain  of  was  a  nervousness,  lack  of  sleep.  On  look- 
ing at  a  patient  like  that  and  talking  with  her  one 
would  say  that  there  was  nothing  the  matter  with  her, 
but  on  putting  a  thermometer  in  her  mouth  one  would 
find  the  temperature  105,  106  or  107,  and  over,  with  a 
pulse  of  120  to  140,  and  it  would  be  clear  that  she  was 
seriously  sick. 

Now  this  peculiar  type  of  puerperal  sepsis,  I  hold,  is 
due  to  a  special  micro-organism  that  has  not  yet  been 


Digitized  by 


Google 


72 

isolated  or  discovered.  One  may  find  the  streptococcus 
in  the  secretion,  but  one  finds  the  same  in  other  cases, 
with  no  such  symptoms.  In  this  peculiar  type  of  puer- 
peral sepsis  the  patients  will  drag  along  for  four^  six  or 
eight  weeks,  and  finally  recover,  although  some  will  die 
— I  should  say  25  to  30  per  cent. 

As  far  as  the  local  sjrmptoms  and  manifestations  are 
concerned,  in  the  general  nm  of  cases,  I  find  them  of 
two  varieties :  one  in  which  the  infection  travels  up  the 
uterus  into  the  tubes,  causing  septic  peritonitis,  gen- 
erally of  a  severe  grade;  and  another  variety  in  which 
the  infection  travels  along  the  lymphatics  as  the  result 
of  an  abrasion,  especially  a  tear  in  the  cervix,  and  the 
whole  symptoms  of  the  disease  seem  to  develop  in  the 
broad  ligament  and  in  the  cellular  tissues  of  the  pelvis, 
from  there  spreading  in  the  direction  of  least  resistance, 
sometimes  behind  into  the  cul-de-sac  of  Douglas,  and 
breaking  into  the  rectum  spontaneously  in  fortunate 
cases,  or  working  up  toward  Pouparf  s  ligament,  where 
it  can  be  readily  opened.  Cases  of  the  latter  kind  last 
for  weeks  and  sometimes  months,  and  the  patient  gen- 
erally recovers. 

The  point  I  want  to  make  is  simply  this,  that  by  local 
treatment  more  harm  is  often  done  than  good.  Douches 
given  by  ignorant  persons  often  implant  new  and  viru- 
lent micro-organisms  within  the  genital  tract,  while 
scraping  and  curetting  and  injuring  the  delicate  mucous 
membrane  opens  new  channels  for  absorption. 

When  a  localized  abscess  is  formed  which  can  be 
opened  into  the  cul-de-sac  of  Douglas  or  somewhere  else, 
I  certainly  believe  it  should  be  promptly  opened,  but  as 
we  see  the  disease  generally  several  days  after  its  onset, 
I  think  no  local  treatment  will  be  of  any  avail.  Exper- 
iments made  on  mice  with  anthrax  bacillus  have  shown 
that  if  the  bacilli  are  appplied  to  a  raw  surface  and 
removed  ten  minutes  later  and  the  parts  cauterized  the 
treatment  will  have  no  effect,  but  the  animal  dies  of 
anthrax.    The  human  system  may  have  a  greater  resist- 
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ing  power;  still,  after  twenty-four  hours  or  more  such 
an  amount  of  absorption  has  taken  place  that  the 
removal  of  the  discharge  can  do  little  if  any  good.  Con- 
tinued irrigation,  it  has  been  shown,  cannot  keep  the 
parts  clean,  nor  can  douches  or  irrigation  twice  a  day 
have  any  effect. 

I  have  been  all  the  more  desirous  of  bringing  this  view 
before  our  section  since  reading  the  proceedings  of  the 
last  German  Association  of  Obstetricians,  where  Winter, 
in  an  exhaustive  article,  shows  this  most  clearly,  coming 
to  the  conclusion  that  simple  absorption  ceases  as  soon 
as  the  necrotic  tissue  is  cast  oflE;  that  simple  local  infec- 
tion and  endometritis  stops  soon  without  any  treatment ; 
that  no  local  treatment  will  prevent  deep  or  general 
infection,  and  that  when  absorption  takes  place  and  there 
are  remnants  of  tisue  still  in  the  uterus,  one  should  be 
tardy  about  removing  them,  as  these  are  generally 
quickly  cast  oflf  and  the  patient  gets  along  just  as  well  as 
with  the  most  vigorous  treatment. 

In  the  present  state  of  our  knowledge  it  seems  to  me 
that  we  should  discourage  as  much  as  possible  the  indis- 
criminate local  treatment  made  use  of  during  the  last 
decade  or  two;  that  any  remnants  of  tissue  should  be 
most  gently  removed;  that  local  abscesses  should  be 
opened  at  the  right  time,  that  is,  in  a  week  or  two,  and 
that  intra-uterine  and  vaginal  douches  should  not  be 
made  use  of.  With  a  clearer  knowledge  of  bacteria,  and 
especially  the  development  of  antibodies  in  the  system, 
we  should  encourage  as  much  as  possible  the  development 
of  antibodies  and  the  elimination  of  toxins,  by  flushing 
the  kidneys,  keeping  the  bowels  open  and  favoring  dia- 
phoresis. At  the  same  time  we  should  try  to  get  a 
culture  of  the  infecting  micro-organism  so  as  to  know 
what  we  have  to  deal  with,  and  by  the  use  of  antitoxins 
increase  the  opsonic  index  sufficiently  to  carry  our 
patient  to  a  successful  issue. 

SUMMARY 

1.  In  puerperal  sepsis,  local  treatment  is  of  no  benefit. 

2.  Douches  and  intra-uterine  irrigation  often  do  harm. 
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3.  Local  abscesses  should  be  opened  and  allowed  to 
drain  without  irrigation. 

4.  Constitutional  treatment,  on  general  principles, 
should  be  instituted,  quinin  and  opium  being  the  sheet 
anchor. 

5.  Elimination  in  every  direction  should  be  assisted. 

6.  The  infecting  organism  should  be  identified  and 
the  opsonic  index  increased  by  antitoxins. 

7.  And,  after  all,  prevention  should  be  our  constant 
endeavor,  a  clean  patient  and  clean  doctors,  and  mid- 
wives;  this  is  most  often  secured  by  wearing  rubber 
gloves. 

620  Woodward  Avenue. 

ABSTRACT   OF   DISCUSSION 

Db.  E.  Qubtave  Zinke,  Cincinnati:  The  local  treatment  of 
puerperal  sepbis  is  never  to  be  discarded;  it  is  of  great  im- 
portance, and  should  be  better  understood*  Before  we  proceed 
with  the  treatment  of  puerperal  sepsis,  however,  we  must  first 
determine  with  what  form  of  sepsis  we  are  dealing.  There  are 
two  distinct  varieties  of  puerperal  infection  and  a  sharp  line 
must  be  drawn  between  the  two.  In  one  instance,  the  most 
frequ«nt,  we  deal  with  the  saprophytes';  in  the  other,  with  the 
streptocccoci.  In  the  former,  if  the  infection  is  recognized  early 
and  the  uterine  cavity  promptly  cleaned,  the  temperature  at 
once  subsides  and  the  trouble  is  at  an  end,  as  a  rule.  The  cases 
of  so-called  sapremic  infection,  or  wound-intoxication  as  the 
Germans  call  it,  begin  in  a  very  mild  manner.  The  pulse 
remains  normal  for  sometime  and  the  temperature  rises  very 
slowly.  If  the  case  is  not  recognized  promptly  and  the  necrosis, 
produced  by  the  saprophytes,  becomes  extensive,  there  results, 
in  time,  a  so-called  putrescent  endometritis  and  then  the  symp- 
toms gradually  become  more  severe  and  the  evidence  of  sys- 
temic infection  is  much  more  profound.  In  these  cases  local 
treatment  is  of  prime  importance.  The  gentle  cleaning  out  of 
the  uterine  cavity,  followed  by  a  copious  antiseptic  uterine  irri- 
gation (ten  or  twenty  quarts)  is  often  sufficient  to  cause  a 
prompt  recovery.  Should  the  temperature  rise  again,  the  irri- 
gation may  be  repeated  within  twenty-four  or  forty-eight 
hours',  but  this  will  rarely  be  necessary. 

It  is  different  when  the  streptococcus  has  invaded  the  par- 
turient tract,  which  is  the  so-called  wound-infection  of  the 
Germans — the  true  septic  infection.  When  the  streptococcus 
gets  into  the  birth  canal,  especially  within  the  cervical  lacera- 
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tions  or,  which  is  worse,  within  the  placental  site,  a  profound 
systemic  dibturbance  manifests  itself  at  once  and  the  tempera- 
ture runs  up  quickly  to  106  F.  and  more  after  a  chill  of  some 
duration.  The  pulse,  too,  goes  up  promptly  to  120  and  over. 
In  these  cases  the  germs  immediately  pass  through  the  wounds 
into  the  blood  or  lymph-vessels,  or  both,  beyond  reach.  But 
even  here  the  entire  parturient  canal  must  be  kept  clean  in 
connection  with  the  constitutional  treatment.  The  serum-treat- 
ment, if  resorted  to  early,  will  give  the  best  results. 

Db.  Horace  G.  Wethebill,  Denver:  As  usual  Dr.  Carstens 
has  stated  his  opinions  forcefully  and,  as  usual,  he  is,  in  the 
main,  correct.  I  think  we  shall  all  agree  that,  on  the  whole, 
intrauterine  treatment  following  septic  infections,  particularly 
the  use  of  the  curette,  has  been  injurious.  Dr.  Carstens'  treat- 
ment seems  to  me  to  be  much  too  broad,  however,  and  it  ignores 
one  of  the  most  important  of  the  accepted  surgical  principles; 
— ^the  drainage  of  an  infected  cavity.  Many  times  each  of  us 
has  found  a  large  amount  of  septic  putrid  material  bottled  up 
within  the  uterine  cavity.  The  principle  of  drainage  which 
we  apply  to  infected  cavities  everywhere  should  be  applied  to 
the  uterine  cavity  under  these  conditions.  If  we  use  drainage, 
and  if  it  can  be  used  without  the  risk  of  a  retrograde  infection, 
why  not  use  irrigation  as  well?  A  drainage  device  which  I 
have  used  for  this  purpose  for  several  years  is  a  double  tube 
so  constructed  that  it  is  possible  to  irrigate  through  one  leg  of 
the  tube  and  get  the  drainage  from  the  other.  With  a  tube 
of  this  kind  connected  with  a  fountain  syringe  continuous  irri- 
gation may  be  employed,  if  it  is  desired.  If  this  is  done  with 
a  permanganate  of  potassium  solution,  or  better  still,  with 
alcohol  (30  to  50  per  cent.)  there  is  absolutely  no  danger  of 
poisoning. 

Db.  H.  J.  BoLOT,  New  York  City:  The  whole  matter  resolves 
itself  into  a  question  of  diagnosis,  and  I  believe  that  is  what 
Dr.  Carstens  really  meant.  We  realize  that  when  we  have  to 
treat  bacteriemia,  local  treatment  as  such,  if  the  system  is  over- 
burdened with  streptococci,  becomes  absolutely  useless.  He  has 
also  told  us,  and  it  is  absolutely  correct,  that  purulent  material, 
such  as  decidua,  or  perhaps  a  piece  of  retained  placenta,  left 
in  the  uterus,  is,  as  a  rule,  spontaneously  cast  off  in  a  short 
time  without  in  all  probability  causing  a  very  serious  disturb- 
ance, except  temporarily.  Dr.  Carstens  has  particularly  advised 
against  the  use  of  a  curette;  that  is  the  chief  point  which  he 
brought  out.  To  abstain  from  local  treatment,  when  a  septic 
infection  is  local,  it  is  not  our  purpose  to  confirm  such  an  idea, 
but  whenever  we  have  a  severe  local  septic  infection,  as  for  in- 
stance from  the  external  genitalia,  it  is  our  duty  to  look  after 
that.  If  we  have  reason  to  believe  that  there  is  foreign  ma- 
terial in  the  uterus  which  is  not  soon  cast  off  from  the  uterus 
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spontaneously,  and  if  the  cervical  canal  is  patulous,  which  is 
usually  the  case,  then  we  should  enter  the  uterine  cavity  and 
remove  the  pathologic  material  as  far  as  possible  with  care; 
but  the  point  is,  not  to  cause  traumatism,  because  traumatism 
on  the  puerperal  tract  will  open  the  avenues  for  septic  in- 
fection. 

Db.  Henby  Schwabz,  St.  Louis:  I  agree  with  Dr.  Carstens 
in  the  conviction  that  prophylaxis  is  the  main  thing.  I  want 
to  emphasize  what  he  said  about  the  use  of  rubber  gloves, 
clean  hands  and  clean  instruments  as  the  greatest  factors  in 
preventing  loss  of  life  by  septicemia.  I  agree  with  Dr.  Boldt, 
that  diagnosis  of  the  nature  of  the  infection  is  of  the  utmost 
importance,  and  I  insist  on  a  bacteriologic  diagnosis  in  all  cases 
which  are  used  for  statistical  purposes.  The  only  variety  of 
septicemia  which  I  wish  to  discuss  here,  are  the  cases  of  gen- 
eral bacteriemia  in  which  the  streptococci  are  found  in  the 
blood.  When  you  can  get  a  culture  of  streptococci  from  the 
blood,  it  is  my  experience  that,  as  a  rule,  nothing  in  the  world 
can  save  that  woman;  these  fatal  cases  of  streptococcus  infec- 
tion are  all  cases  in  which  the  germs  are  brought  to  the  patient 
by  the  doctor  or  by  the  nurse,  or  by  the  instruments;  these 
cases  can  be  prevented  and  they  must  be  prevented. 

I  want  to  warn  against  the  use  of  bacterial  vaccines  in  these 
cases  of  puerperal  septicemia;  I  mean  against  the  injection  of 
killed  cultures  of  streptococci  into  the  system  of  a  woman, 
whose  blood  contains  already  billions  of  living  streptococci. 
You  can  not  hope  to  increase  the  formation  of  antibodies  by 
so  doing,  for  the  living  streptococci  have  already  caused  the 
formation  of  all  the  specific  antibodies  which  the  blood  of  this 
respective  patient  can  form ;  the  use  of  anti-streptococcic  serum 
in  these  cases  is  logical;  it  should  be  given  in  large  doses 
frequently  repeated;  it  can  do  no  harm. 

The  brilliant  results  obtained  with  bacterial  vaccines  in 
funmculosis  and  other  chronic  conditions  make  it  likely  that 
in  the  localized  form  of  septic  infection  good  results  may  like- 
wise be  obtained  from  the  careful  use  of  streptococcic  vaccine, 
but,  I  protest  against  the  indiscriminate  administration  of  this 
vaccine  by  the  general  practitioner,  because  by  temporarily 
lowering  the  resisting  power  of  the  body,  that  may  enable 
streptococci  causing  a  local  infection,  such  as  a  pelvic  cellulitis, 
to  overthrow  the  natural  defenseworks  of  the  body,  and  thereby 
change  a  local  infection,  which  is  curable,  into  a  general  one, 
which  may  prove  fatal. 

Dr.  J.  H.  Cabstens,  Detroit:  If  the  uterus  is  flexed  and 
retains  septic  material  I  would  expect  any  one  to  straighten  it 
out  and  establish  drainage.  What  do  we  do  in  appendicitis  7 
We  open  the  abscess,  put  in  a  little  drainage  tube,  and  that  is 
all.     We  do  not  irrigate.     The  abscess  is  filled  with  micro- 
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organisms  of  all  kinds.  Why  should  we  dissect  and  wash  and 
douche,  and  so  on  ?  I  have  taken  intestines  and  put  them  under 
a  faucet  and  let  the  water  run  on  them  for  twenty-four  hours, 
and  still  the  micro-organisms  were  there.  The  nurse  may  clean 
the  uterus  out  two  or  three  times  a  day,  but  I  do  not  believe 
that  it  does  any  good.  Many  patients  have  died  who  would 
have  lived  if  they  had  been  let  alone.  I  plead  for  the  constitu- 
tional treatment  by  the  elimination  of  the  micro-organisms.  If 
they  are  eliminated  from  the  system  then  the  patient  will 
have  a  chance  to  get  well. 


Digitized  by 


Google 


PLASTIC  SURGERY  OF  THE  PELVIC  STRUC- 
TTJRES 


HENRY  O.  MARCY,  M.D. 

BOSTON 


As  the  members  of  this  Section  know,  this  is  not  the 
first  time  that  I  have  addressed  it  on  the  subject  chosen. 
I  seek  this  opportunity  because,  I  confess  in  advance,  I 
am  greatly  disappointed  in  the  results  obtained  by  sur- 
geons in  various  parts  of  the  country.  Patients  come 
to  me  from  widely  scattered  localities,  having  been  op- 
erated on  by  surgeons  of  repute  and  of  ability  beyond 
question.  Of  course,  it  should  be  borne  in  mind  that 
the  cases  thus  seen  are  exceptional.  If  the  experiences 
teach  anything,  the  criticism  applies  to  the  method, 
rather  than  the  operator. 

REPORTS  OF  CASES 

In  illustration  of  this  I  shall  cite  three  recent  cases 
in  young,  healthy  women. 

Case  1. — ^Mrs.  B.,  aged  29,  underwent  instrumental  delivery 
of  a  large  child.  An  extensive  laceration  of  the  perineum,  not 
involving  the  rectum,  resulted.  Six  weeks  after  the  delivery 
she  was  operated  on  by  two  of  the  leading  surgeons  of  her  city. 
On  her  admission  to  my  hospital  there  was  a  marked  cystocele, 
the  cervix  protruding  through  the  vulva,  with  a  pronounced 
rectocele.  The  posterior  wall  of  the  vagina  had  been  cut  away, 
leaving  only  a  thin  band  of  cicatricial  tissue  covering  the 
rectum.  The  uterus  was  enlarged.  There  was  a  deep,  double 
laceration  of  the  cervix,  with  eversion. 

A  large,  elliptical  portion  of  the  thickened  anterior  vaginal 
wall  was  excised  and  the  anterior  pelvic  floor  coapted  by  a  line 
of  deep,  double  buried  tendon  continuous  sutures.  The  an- 
terior vaginal  wound  was  also  closed  by  a  single  line  of  buried 
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tendon  sutures.  The  eyerted,  lacerated  cervical  wounds  were 
resected  and  closed  with  continuous  tendon  sutures.  The  peri- 
neal dissection  was  of  course  very  difficult,  but  lateral  flaps 
were  secured  by  a  deep  dissection  on  either  side,  exposing  the 
trausTersi,  which  were  coapted  and  held  in  place  by  a  double 
continuous  buried  suture.  The  posterior  vaginal  flaps  were 
coapted  by  a  single  line  of  running  buried  sutures.  An  iodo- 
form wool  tampon  in  the  vagina  was  the  only  dressing.  The 
convalescence  was  easy  and  uneventful,  and  the  restoration  to 
the  normal  condition  complete. 

At  the  time  of  discharge  from  the  hospital  it  would  have 
been  difficult  to  determine  that  the  patient  had  ever  been  preg- 
nant. 

Case  2. — The  patient  was  a  woman,  aged  22.  Ck)nditions 
were  so  nearly  like  those  in  Case  1  that  they  do  not  require 
recapitulation. 

Case  3. — The  patient  was  operated  on  a  little  more  than  a 
year  ago  by  a  leading  surgeon  in  one  of  our  Boston  hos- 
pitals, and  as  in  previous  cases  there  was  complete  prolapse 
of  the  cervical  portion  of  the  uterus,  with  a  marked  cystocele 
and  rectocele.  Although  in  good  general  health  the  patient  had 
been  a  great  sufferer  and  a  complete  invalid  for  the  entire  year. 
Here  also  the  posterior  wall  of  the  vagina  had  been  dissected 
away,  leaving  very  little  covering  to  the  rectum,  but  the  pro- 
nounced feature  was  a  constant  purulent  discharge  from  the 
vulva  on  both  sides.  This  had  been  attributed  to  suppuration 
of  the  Bartholin  glands.  Much  to  my  surprise  the  dissection 
revealed  a  long  stay  suture  of  silkworm  gut,  leaving  a  suppur- 
ating sinus  throughout  the  entire  tract  where  it  had  been 
buried. 

These  cases  coming  to  me  within  a  few  weeks  have 
impelled  me  to  call  the  attention  of  the  profession  again 
to  what  I  consider  still  a  very  common  fault  in  technic. 
I  mnst  conclude  that  the  basic  principles  of  the  opera- 
tion are  still  in  a  measure  misunderstood.  A  simple 
definition  of  the  term  "plastic  repair^^  of  any  of  the 
pelvic  structures  would  be  to  restore  them  to  their 
normal  anatomic  relationships.  The  time  at  my  dis- 
posal permits  only  the  briefest  reference  to  the  anatomy 
and  function  of  these  most  important  structures. 

The  transversi  muscles,  interdigitating  and  blending 
with  the  great  levator  group,  with  the  associated  fascia, 
are  the  recognized  supports  of  the  pelvic  floor.     Their 
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central  juxtaposition  forms  the  mnch-diseussed  perineal 
body. 

REPAIE  OP  PELVIC  FLOOR 

The  reunion  and  restoration  of  these  sundered  struc- 
tures is  the  object  sought  by  the  surgeon.  To  reunite 
them  they  must  be  anatomically  exposed.  They  must  be 
retained  in  juxtaposition  in  aseptic  condition  and  re- 
union or  restoration  necessarily  follows.  As  I  have  long 
insisted^  the  dissection  should  be  made  by  a  free  separa- 
tion of  about  the  posterior  third  of  the  vagina,  quite  to 
the  crest  of  the  rectocele,  and  suflBciently  wide  laterally 
to  expose  freely  the  torn  retracted  structures.  This 
means  a  wound  that^  to  one  first  seeing  it,  would  seem 
unnecessarily  large,  but  unless  the  dissection  is  wide  and 
complete  it  is  very  difficult,  often  impossible,  to  obtain 
free  access  to  the  important  structures  thus  widely  and 
for  a  long  time  separated. 

So  far  as  possible,  I  deprecate  the  invention  of  new 
instruments  unless  they  may  be  devised  to  accomplish 
an  important  purpose. 

In  the  separation  of  the  vaginal  muscle  from  the  rec- 
tum the  cicatricial  structures  are  often  diflScult  of  dis- 
section. The  cutting  edge  of  the  knife  I  use  is  at  an 
angle  of  45  degrees  with  the  line  of  the  handle.  When 
the  parts  are  held  tense  with  the  fingers  in  the  rectum, 
the  use  of  this  knife  facilitates  dissection,  especially  of 
the  retracted  cicatricial  attachment  of  the  transversi 
muscles.  I  consider  the  needle  important  and  have 
found  no  reason  to  change  it  in  any  material  respect, 
since  it  was  presented  to  the  profession  by  me  twenty- 
five  years  ago.  It  is  strong,  of  convenient  length,  set  in 
a  handle  with  a  marked  curve  and  a  modified  Hagedorn 
point.  The  eye  is  of  some  importance,  since  the  slot  on 
either  side  catches  and  holds  the  suture,  preventing  it 
from  slipping. 

Two  fingers  of  the  left  hand  retained  in  the  rectum 
during  the  operation  aid  materially  in  suturing.  After 
a  little  experience  it  is  easy  to  coapt  and  hold  in  reten- 


Digitized  by 


Google 


81 

tion  the  sundered  structures  with  three  or  four  strong 
double  tendon  continuous  sutures.  Light  running  su- 
tures, best  applied  with  the  Hagedom  full  curved  needle 
easily  coapt  the  less  important  structures,  covering  in 
the  deep  layer  of  sutures,  while  they  themselves  remain 
buried.  If,  for  any  reason  it  may  seem  desirable,  it  is 
perfectly  easy  to  reform  a  hymen.  The  external  wound 
is  sealed  with  iodoform  collodion,  which,  although  it 
may  loosen  in  two  or  three  days,  I  consider  a  valuable 
protection  from  vaginal  infection. 

When  the  perineal  rupture  is  complete,  involving  the 
sphincter  and  the  bowel,  the  operation  is  almost  as  sim- 
ple and  easy.  The  vagina  and  rectal  structures  are 
carefully  dissected.  The  rectum  and  sphincter  are  co- 
apted,  with  a  light  line  of  double  tendon  sutures,  the 
only  care  requisite  being  that  they  should  be  placed  in 
aseptic  structures.  This  slightly  inverts  the  mucous 
membrane  of  the  intestine.  It  is  important  to  rejoin  the 
sphincter  fibers,  as  pointed  out  by  Emmet  many  years 
ago.  I  sometimes  use  an  independent  suture  of  the 
sphincter  muscle  in  order  to  secure  a  more  firm  coapta- 
tion. The  posterior  wall  of  the  vagina  is  closed  in  a 
similar  way,  reducing  the  factors  of  the  problem  to 
those  of  an  uncomplicated  perineal  laceration.  The 
structures  are  sometimes  so  attenuated  and  the  rectum 
so  contracted  that  a  successful  operation  requires  pa- 
tience, a  careful  dissection  and  a  delicate  technic  but  I 
do  not  how  recall  a  single  case  in  which  I  have  not  had 
a  complete  restoration  anatomically,  with  complete 
restoration  of  function.  In  the  rectum  I  use  a  large 
drainage-tube,  with  a  cravat  attachment  of  iodoform 
gauze,  to  be  left  for  some  days. 

VESICOVAGINAL  FISTULA 

xVlmost  every  surgeon,  even  of  to-day,  is  familiar  with 
the  monumental  labors  of  my  late  great  master,  Marion 
Sims.  The  comer  stone  of  his  reputation  was  based  on 
his  cure  of  vesicovaginal  fistula.     As  we  review  his 
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operation  from  the  standpoint  of  modem  surgery  and 
experience,  we  understand  that  his  success  was  based  on 
two  factors.  The  first  was  his  extraordinary  skill  in  the 
careful  dissection  of  the  wound.  I  know  of  no  operator 
to-day  who  excels,  or  perhaps,  even  equals  the  facile  skill 
and  dexterity  attained  by  Sims.  The  second  factor 
to  which  he  attributed  his  crowning  success  was  the 
use  of  silver  wire  sutures.  These  were  applied  with  a 
skill  which  I  have  never  seen  equaled.  Of  course  we 
now  recognize  that  it  was  an  aseptic  suture,  most  diflS- 
cult  to  apply  and  almost  equally  diflBcult  to  remove. 

As  I  look  back  over  the  experience  of  those  early  years, 
I  almost  shudder  over  the  worry  and  anxiety  which  I 
had  in  the  imitation  of  the  methods  of  this  great  man. 
I  expected  only  to  follow  him  afar  off  and  never  hoped  to 
duplicate  his  great  skill.  As  I  now  recall  his  experi- 
ence, his  first  cure  of  vesicovaginal  fistula  was  effected 
only  after  thirteen  failures.  Even  to  the  end,  his  suc- 
cesses were  the  exception.  The  method  which  for  a 
good  many  years  I  have  employed  first  occurred  to  me 
after  a  considerable  series  of  easy  cures  in  cases  in  which 
T  had  closed  wounds  in  the  bladder  from  a  variety  of 
causes,  from  within  the  abdominal  cavity.  These  were 
invariably  simple  in  technic  and  perfect  in  result.  A 
double  continuous  suture  easily  closed  the  wound  with 
perfect  coaptation,  care  being  taken,  of  course,  not  to 
penetrate  the  mucous  membrane  of  the  bladder.  Fol- 
lowing this  a  retained  catheter  easily  kept  the  bladder 
wall  in  a  state  of  rest. 

Profiting  by  this  experience  I  made  a  wide  dissection 
of  the  bladder  from  the  vaginal  wall  and  closed  the  blad- 
der wound  by  a  fine  double  tendon  suture,  which  of 
course  became  buried.  I  then  closed  the  vaginal  wound 
as  described  in  the  operation  for  cystocele.  The  object  of 
this  extensive  dissection  was  to  obtain  complete  rest  of 
the  bladder  wound  during  the  process  of  repair,  which  is 
impossible  when  the  vaginal  attachment  has  been  per- 
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mitted  to  remain  and  the  suture  is  taken  through  both 
the  bladder  and  vaginal  muscle. 

Fortunately  vesicovaginal  fistula  is  far  less  common 
than  formerly,  and  in  the  cases  in  which  there  has  been 
a  large  destruction  of  the  structures,  the  surgeon's  skill 
and  resources  will  be  taxed  to  the  utmost,  but  in  every 
case  of  vesicovaginal  fiBtula  operated  on  as  described 
I  have  had  complete  and  seemingly  easy  cure. 

HERNIA    OP    THE    BLADDER 

Hernia  of  the  bladder,  unfortunately,  is  often  un- 
recognized  and  classed,  in  a  general  way,  with  cystocele. 
It  is  caused  by  the  rupture  of  a  portion  of  the  strong 
fascia  which  goes  to  make  up  the  pelvic  floor.  It 
may  not  be  always  easy  to  differentiate  it  from  cystocele, 
and  differs  from  it  chiefly  in  that  in  the  latter  the  whole 
anterior  pelvic  fascia  is  relaxed  instead  of  presenting  a 
more  severe  lesion  of  it. 

Its  cure  is  equally  easy  and  satisfactory.  As  in  cysto- 
cele, it  is  generally  wise  to  remove  a  certain  amount  of 
the  anterior  vaginal  wall.  Then  it  becomes  necessary 
to  make  the  lateral  dissection  suflSciently  free  to  expose 
the  strong  pelvic  fascia  and  intra-fold  it  by  a  carefully 
applied,  medium-sized  double  tendon  suture.  Indeed, 
the  operation  differs  so  little,  except  in  the  recognition 
of  its  anatomic  cause,  that  the  surgical  procedures  are 
not  unlike  those  for  the  cure  of  cystocele. 

HEMORRHOIDS 

Viewed  from  the  standpoint  of  discomfort  and  suf- 
fering, the  marked  changes  often  seen  in  the  hemor- 
rhoidal structures  hardly  belong  to  the  province  of  so- 
called  minor  surgery. 

I  consider  the  most  important  contributions  to  the 
technic  of  hemorrhoidal  operations  are  those  of  Mr. 
Whitehead,  now  recognized  and  described  in  all  text- 
books. My  modification  of  the  operation  consists  in  a 
free  dissection,  exposing  the  outer  rim  of  the  sphincter 
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muscle  and  suturing  the  hemorrhoidal  plexus  of  vessels 
just  within  its  borders.  This  line  of  sutures  is  covered 
and  buried  by  a  careful  rejoining  with  the  finest  of  su- 
tures. 

Suturing  at  the  base^  before  division^  occludes  the 
vessels  and  prevents  hemorrhage.  The  delicate  anal 
structures^  carefully  coapted  and  retained  in  an  aseptic 
condition^  unite  primarily  without  suppuration^  and 
when  the  sphincter  muscle  has  been  paralyzed  by  careful 
dilatation,  these  tissues  are  easily  kept  at  rest  with  very 
little  suffering.  Here,  too,  1  usually  seal  with  iodo- 
form collodion  since  the  protection  of  the  structures  by 
it  for  even  a  day  or  two  is  important.  Of  course  the 
rectum  has  been  carefully  cleansed  and  the  large  tube 
with  the  cravat  of  iodoform  gauze  applied.  The  three 
factors  necessary  for  success  are  the  following:  first,  the 
making  of  a  free,  skilful  anatomic  dissection;  second, 
a  careful  reuniting  of  the  weakened  injured  structures 
by  the  use  of  buried  absorbable  sutures,  preferably  kan- 
garoo tendon,  and,  third,  the  making  and  maintaining  of 
an  aseptic  wound. 

I  recognize  more  fully  than  my  readers  the  almost  dic- 
tatorial brevity  of  the  description  of  this  treatment  of 
the  above  group  of  pelvic  lesions.  Any  one  of  them 
might  properly  demand  a  detailed  description  covering 
the  space  given  to  the  entire  group.  Some  might  con- 
sider that  I  have  given  undue  importance  to  the  per- 
sonal factor  of  individuality  in  the  description,  but  I 
am  sure  that  any  good  surgeon,  after  a  little  practice, 
can  do  these  operations  equally  well,  or  better. 

I  have  long  since  ceased  to  tabulate  in  a  numerical 
way  tliese  operations,  since  little  is  gained  by  enumerat- 
ing the  multiplied  experience  of  years. 

A  distinguished  English  surgeon  sometime  since  was 
present  at  an  operation  and  made  pertinent  inquiry  as 
to  the  percentage  of  failures.  I  referred  him  to  the 
matron  of  my  hospital,  who  replied  with  something  of 
surprise:    **Not  one.  Doctor,  since  I  have  been  here.** 
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"But  how  long  have  you  been  with  Dr.  Marcy?'*  She 
replied:  "More  than  twenty  years/^  This  statement 
may  not  be  strictly  true,  but  it  is  essentially  so,  and  the 
credit  belongs,  at  least  in  equal  share,  to  the  faithful, 
devoted  services  of  my  enthusiastic  nurses. 
180  Commonwealth  Avenue. 

ABSTRACT  OF  DISCUSSION 

Db.  D.  T.  Oilman,  Columbus,  O.:  Dr.  Marcy  is  probably 
the  pioneer  in  the  use  of  this  absorbable  suture  and  he  is 
entitled  to  great  credit  for  it.  He  gets  results  undoubtedly, 
but  I  cannot  get  the  same  results  from  an  absorbable  suture 
that  he  does.  Dr.  Marcy's  method  of  introducing  a  couple 
of  fingers  into  the  rectum  does  not  appeal  to  me.  He  has 
doubtless  acquired  an  automatic  asepsis  from  long  practice 
that  I  would  not  have,  and  others  would  not  have.  I  for- 
merly used  a  knife  for  denudation,  but  I  have  practically 
abandoned  it  and  have  gone  back  to  the  scissors.  If  I  have 
a  good  pair  of  scissors  I  do  not  need  to  have  the  fingers  in 
the  rectum;  I  simply  put  the  tissues  on  the  stretch. 

Dr.  W.  H.  Gilbebt,  Evansville,  Ind.:  Dr.  Marcy's  technic, 
as  we  all  know,  is  a  technic  unsurpassed.  His  results  have 
the  same  uniform  excellence.  We  all  know  that  in  the 
after  treatment  of  perineorrhaphy  it  is  extremely  difficult  to 
keep  the  region  aseptic.  I  think  the  plan  of  sealing  the 
parts  with  collodion  is  a  most  excellent  one.  Personally,  I 
have  ceased  to  use  douches  after  perineorrhaphy.  The  technic 
I  follow  is  absolutely  dry.  I  use  dry  sponges,  seal  the  parts 
with  collodion  and  exercise  the  most  rigid  care  in  the  after 
technic.  Three  times  a  day  the  perineum  is  thoroughly 
cleansed  by  bichlorid  solution,  and  a  bichlorid  pack  of  dry 
gauze  adjusted.  I  don't  believe  it  is  possible  in  the  region 
of  the  perineum  to  secure  absolute  asepsis  no  matter  how 
careful  a  technic  is  followed  and  no  matter  how  carefully 
you  wall  off  the  perineum  with  towels,  or  how  carefully  the 
buried  sutures  are  inserted.  I  have  abandoned  the  routine 
use  of  buried  catgut  or  kangaroo  sutures  in  all  parts  of  the 
perineum.  I  get  the  best  results  from  non -absorbable  sutures 
in  the  skin  covering  of  the  perineum  and  absorbable  sutures 
in  the  muscles,  fascia  and  vagina. 

Eight  weeks  ago  in  a  case  of  complete  laceration  there  was 
operation  immediately  after  delivery  with  non-union.  Two 
weeks  afterward  a  second  operation  was  done  by  the  same 
surgeon,  which  was  a  failure.  The  last  operation  was  done 
by  myself  ten  days  ago.  The  line  of  laceration  of  the  rectum 
was  closed  with  catgut  sutures  with  the  knot  on  the  inside 
of  the  perineum  without  any  of  the  catgut  being  in  the  rec- 
tum.    It  is  impossible  to  put  absorbable  sutures  in  the  rec- 
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turn  and  not  have  infection.  Two  deep  sutures  of  silk-worm 
gut  were  inserted  with  tlie  needle  devised  by  Dr.  Marcy. 
The  one  point  necessary  in  the  securing  of  good  results  is 
that  alluded  to  by  Dr.  Marcy,  viz.,  the  excellent  care  given 
by  the  nurse,  with  rigid  asepsis  in  the  after  treatment.  We 
all  achieve  better  results  in  the  hospitals  because  of  the 
aseptic  technic  more  readily  maintained.  On  the  other  hand, 
if  the  sutures  are  placed  without  proper  care  and  regard  for 
rigid  asepsis  and  the  woimd  not  sealed  with  collodion  it  is 
almost  impossible  to  escape  infection  of  the  perineum  from 
purulent  discharge  from  the  uterus  if  it  be  infected.  In 
many  cases  of  old  chronic  endometritis  complicating  lacera- 
tions of  the  cervix  and  perineum,  mixed  cultures  may  be 
obtained  at  any  time.  It  is  very  difficult  here,  especially 
when  the  cervix  is  torn  at  the  same  time,  not  to  have  more 
or  less  infection,  but  the  end  results  are  uniformly  good. 

Db.  C.  Lesteb  Hall,  Kansas  City,  Mo.:  I  offer,  with  all 
due  respect  to  Dr.  Marcy,  an  improvement  on  the  collodion 
dressing.  I  believe  that  if  we  will  use  instead  an  application 
of  sub-iodid  of  bismuth,  which  with  water  makes  a  paste 
and  a  thorough  protection  of  the  parts,  we  will  not  have  the 
infections  so  much  dreaded.  It  is  a  preparation  that  can  be 
easily  applied  and  reapplied  by  the  nurse  after  douching,  is 
not  readily  removed  by  a  douche  and  furnishes  an  impermeable 
dressing.     It  is  not  irritating,  as  collodion  may  be. 

Db.  George  Ebety  Shoemaker,  Philadelphia:  I  want  to 
express  my  appreciation  of  improvement  in  personal  results 
since  learning  to  use  the  buried  continuous  suture  in  perineal 
work  and  abandoning  in  nearly  all  cases  the  silkworm  gut 
suture  used  for  so  many  years.  If  the  mucous  membrane  of 
tlie  posterior  wall  of  the  vagina  is  preserved,  none  cut  away, 
it  forms  an  apron  clear  out  to  the  edge  of  the  wound.  All 
discharges  from  the  uterus  and  vagina  are  carried  over  and 
emptied  outside,  so  to  speak,  lessening  the  chances  of  infec- 
tion. Unlike  Dr.  Marcy,  I  prefer  to  keep  all  fingers  clean 
for  use  in  the  wound.  Carefully  palpating  the  two  edges  of 
the  recti,  bring  them  together  by  continuous  suture,  then  fol- 
low on  down  toward  the  surface,  uniting  the  fascia  and  more 
superficial  muscles  that  have  been  separated.  Thus  one 
gets  perfect  restoration  and  healing  in  practically  every  case. 
The  patient  has  so  much  more  comfort  from  not  having  to 
have  the  sutures  removed  afterward. 

Dr.  Frank  A.  Glasgow,  St.  Louis:  I  am  surprised  to  hear 
the  gentlemen  speak  of  suppurations  being  so  common,  and 
also  to  have  them  decry  the  use  of  catgut.  There  has  been 
much  written  about  the  repair  of  the  perineum  tending  to 
confuse  men  and  to  make  them  think  the  operation  far  more 
difficult  than  it  really  is.  Dr.  Shoemaker  anticipated  what  I 
wished  to  say,  that  he  would  preserve  the  posterior  wall  of 
the  vagina.     I  do  not  think  I  have  done  a  perineorrhaphy  for 
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twenty  years  in  which  I  have  removed  the  posterior  wall  of 
the  vagina.  It  is  an  old  operation,  the  same  as  Tait's,  and 
one  which  I  inherited  from  men  before  him,  in  which  we 
simply  raise  up  the  posterior  wall,  extending  the  denudation 
up  on  either  side  of  the  vagina,  up  to  the  crest  of  the  recto- 
cele  and  then  uniting  the  lateral  parts.  Under  this  procedure 
suppuration  is  the  rarest  thing  in  the  world.  There  is  no 
necessity  for  it,  and  I  use  chromicized  catgut.  Formerly  I 
used  the  mattress  sutures  through  from  one  side  of  the 
vagina  and  back  again.  Then  when  Tait  taught  us  how  to 
bury  catgut  I  used  that  method  and  do  not  have  suppuration. 
If  a  stream  of  water  is  used  over  the  denudation  down  over 
the  perineum  carrying  anything  which  should  escape  from  the 
rectum  downward  suppuration  will  not  occur  and  buried 
catgut  may  be  used.  There  is  no  easier  operation  in  gyne- 
cology than  just  this  repair  of  the  perineum,  and  every  practi- 
tioner ought  to  be  able  to  do  it.  Many  men  do  not  make  a 
perineum.  They  simply  denude  a  little  and  bring  the  skin 
together.  You  should  raise  up  the  posterior  wall,  extend  the 
denudation  high  up  into  the  vagina  and  on  either  side  and 
bring  the  lateral  walls  together  by  biu-ied  sutures.  You  will 
thus  have  a  good  perineum  and  no  suppuration. 

Dr.  H.  0.  Mabcy,  Boston:  A  man  works  best  with  the 
instruments  with  which  he  is  most  familiar.  The  two  fingers 
in  the  rectum  help  not  only  in  the  use  of  the  knife  but  in  the 
application  of  the  suture,  making  a  double  shoemaker's  stitch. 
When  one  becomes  a  little  used  to  the  method  one  will  not 
mind  the  loss  of  those  two  fingers  for  other  purposes.  I  am 
glad  to  have  the  value  of  the  nursing  emphasized.  It  is  a 
large  factor  after  we  are  through  with  our  surgical  work. 

The  late  Dr.  Jenka  of  Detroit  was  the  first,  so  far  as  I 
know,  to  preserve  the  posterior  vaginal  mucous  membrane  as 
he  called  it.  I  was  the  student  of  Sims  and  Emmet,  and  de- 
lighted to  try  to  imitate  the  dexterity  with  which  they  used 
the  scissors.  I  have  seen  continuous  backward  and  forward 
dissection  with  a  pair  of  scissors  as  a  girl  would  pare  an 
apple  without  the  infraction  of  the  entire  process.  But  I 
found  that  Dr.  Jenks  was  not  removing  the  mucous  membrane 
but  dissecting  the  posterior  vaginal  wall.  That  is  very  thin 
in  most  instances.  Near  the  original  lesion  of  the  parts  it 
breaks  easily.  That  is  why  I  like  the  knife.  With  scissors 
we  are  apt  to  cut  buttonholes.  It  is  important  that  one 
make  a  dissection  of  the  posterior  wall  of  the  vagina  and 
leave  it  intact.  It  is  also  important  that  one  make  use  of 
modern  aseptic  methods.  There  must  be  a  clean  vagina,  a 
clean  uterus.  In  most  instances  one  curettes,  sews  up  the 
laceration  of  the  cervix  and  then  applies  the  iodoform  dress- 
ing in  the  vagina.  What  I  like  best  is  to  use  it  on  a  wool 
tampon.  After  this  is  completed  it  is  an  easy  matter  to  seal 
the  wound  with  collodion,  and  it  remains  for  two  or  three 


Digitized  by 


Google 


88 

days.  The  vagina  is  literally  packed  with  iodoform  wool  and 
that  is  left  alone  for  three  or  four  days.  That  is  the  end 
generaUy  of  all  the  treatment.  The  rectum  is  almost  always 
packed  in  the  same  way. 

No  one  has  referred  to  operation  for  complete  laceration  of 
the  anterior  or  posterior  vaginal  wall.  In  the  old  days  we 
were  all  greatly  troubled  by  vesico-vaginal  fistulas.  My  old 
master,  Sims,  taught  me  the  use  of  silver  wire,  and  we  all 
had  great  agony  over  it.  When  I  operated  within  the  ab- 
dominal cavity  for  bladder  injury  I  found  that  I  obtained 
recovery  without  difficulty.  Then  it  occurred  to  me  that  the 
reason  we  failed  in  vesico-vaginal  fistula  was  that  we  had 
a  cross-pull  of  the  complex  structures.  Therefore,  I  separated 
the  attachment  of  the  vagina  to  the  bladder,  freshened  the 
wound  and  then  closed  the  bladder  wall  with  a  double  con- 
tinuous fine  tendon  suture,  not  unduly  compressing  the  tissues. 
That,  of  course,  is  buried  because  the  vaginal  wall  is  closed 
over  it,  and  in  every  single  instance  I  have  had  just  as  easy 
recovery  as  I  did  when  operating  from  within  the  abdominal 
cavity.  If  I  could  say  nothing  else,  I  should  like  to  emphasize 
this  point,  that  I  believe  this  to  be  a  very  great  advantage 
in  my  technic.  It  is  comparatively  immaterial  how  one  ap- 
plies the  sutures.  With  coaptation,  retention,  and  aseptic 
rest,  good  results  will  follow.  With  wounds  treated  in  this 
way  in  my  own  hospital  in  several  thousand  cases  there  have 
been  not  2  per  cent,  of  failures  in  the  last  fifteen  years. 
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HISTORICAL    SUMMARY 

The  study  of  tuberculosis  of  the  female  genitalia  was 
secondary  to  that  of  tuberculosis  of  the  peritoneum,  al- 
though Morgagni,  in  making  a  necropsy  in  1744  on  a 
young  woman  who  had  died  from  tuberculous  peritonitis, 
found  the  uterus  and  Fallopian  tubes  filled  with  caseous 
material  and  considered  these  organs  as  being  the  pri- 
mary focus  of  the  disease.  Similar  conclusions  were  re- 
ported by  others  who  had  found  similar  conditions.  At 
this  time,  however,  tuberculosis  of  the  female  genitalia 
was  found  only  in  patients  suffering  from  a  constitu- 
tional invasion.  The  local  condition  was  discovered  only 
at  autopsy  and  had  no  clinical  interest ;  it  was  considered 
simply  as  a  pathologic  curiosity.  This  antedated  the 
year  1825. 

Christian  Fenger  divided  the  history  of  our  knowledge 
of  this  disease  into  three  periods.  The  first  embraces 
everything  antedating  1825,  which  I  have  described. 
The  second  includes  the  period  from  1825  to  1884 ;  dur- 
ing this  period  peritoneal  tuberculosis  became  better 
known  and  more  frequently  recognized.  It  was  thought 
at  that  time  that  simple  peritonitis  terminated  in  re- 
covery ;  that  is,  in  certain  recognized  cases  of  peritonitis 
the  patients  did  recover,  and  this  fact  led  to  the  conclu- 
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sion  that  they  must  be  simple,  while  tuberculous  peri- 
tonitis was  thought  to  be  always  fatal.  The  third  stage 
from  1884  to  the  present  time  began  when  Koenig  pro- 
posed laparotomy  as  a  cure  for  tuberculous  peritonitis. 
It  is  interesting  to  note  that  Koenig  reached  this  attitude 
of  mind  from  a  priori  deductive  reasoning.  He  had  had 
extensive  experience  in  successfully  opening  and  drain- 
ing knee-joints  and  other  articulations  for  tuberculosis. 
These  joints  are,  as  we  know,  closed  cavities  lined  by  a 
serous  membrane;  reasoning  by  analogy,  therefore,  he 
concluded  that,  if  incision  and  drainage  cures  tuberculo- 
sis of  a  serous  membrane  in  a  joint,  it  should  be  equally 
as  effective  in  the  abdomen.  Acting  on  this  conclusion 
he  submitted  four  patients  suffering  from  tuberculous 
peritonitis  to  operation,  and  published  a  paper  describing 
the  procedure,  in  which  he  reported  three  recoveries  and 
one  death.  In  1889  he  presented  a  second  paper  in 
which  he  reported  131  similar  operations  collected  from 
literature  and  his  own  clinic.  The  results  showed  107  in 
satisfactory  condition  on  leaving  the  hospital.  Of  these 
107,  seventy-four  were  cured  and  thirty-three  improved. 
This  was  the  beginning  of  the  new  era  in  the  study  of 
this  disease,  and  to  Koenig  the  modern  world  is  indebted 
for  an  entirely  new  concept  in  its  treatment.  Many 
operators  in  various  parts  of  the  world  followed  in  his 
footsteps  and  thus  an  experience  was  gained  that 
changed  materially  the  prognosis.  It  was  learned  that 
cures  occur  sometimes  spontaneously;  especially  is  this 
the  case  with  children.  In  the  crusade  for  eradication 
of  the  scourge  of  tuberculosis  the  search  light  is  being 
turned  on  every  phase  of  the  disease,  and  vigorous  means 
of  stamping  it  out  are  being  applied  wherever  its  head 
appears. 

PRIMARY  FOCUS  OF  TUBERCULOSIS 

The  possibility  of  tuberculosis  of  the  genitalia  being  a 
primary  focus  is  a  question  of  which  most  diverse  views 
are  entertained.    Some  of  the  most  careful  investigators 
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positively  deny  it,  while  others  as  positively  assert  that 
it  is  possible,  although  all  admit  that  it  is  very  rare.  The 
readiness  with  which  women  of  the  present  day  are  sub- 
mitting to  gynecologic  examinations,  and  the  careful  dis- 
criminating diagnostic  acumen  that  is  being  directed  to 
this  line  of  research  have  brought  to  light  cases  in  which 
the  only  lesion  to  be  found  in  certain  cases  has  been  con- 
fined to  the  cervix,  the  vagina,  or  the  uterus.  The  or- 
der of  frequency  with  which  the  generative  organs 
proper  are  involved  is  as  follows:  Fallopian  tubes, 
uterus,  ovaries,  vagina,  vulva. 

Genital  tuberculosis  may  be  either  primary  or  sec- 
ondary. By  the  former  it  is  generally  understood  that 
the  focus  in  the  genital  organs  is  the  primary  seat  of  in- 
vading infection.  Of  necessity  an  ascending  infection  is 
generally  primary,  and  a  descending  is  secondary.  Ac- 
cording to  Hegar  the  primary  ascending  infection  is  pro- 
duced by  penetration  of  germs  from  the  outside  directly 
to  the  mucosa  of  the  vagina,  uterus,  tubes,  and  finally  the 
peritoneum  and  ovaries;  and  the  secondary,  by  penetra- 
tion of  germs  into  lymphatics  through  minute  breaks  in 
the  continuity  of  the  tissue  of  the  genital  canal,  the 
germs  being  so  carried  to  the  Fallopian  tubes  directly  or 
by  way  of  the  pelvic  peritoneum  into  the  tubes  at  the 
fimbriae. 

The  source  of  the  infection  may  be  the  seminal  dis- 
charge of  tuberculous  men  during  intercourse.  This 
has  been  strongly  advocated  by  some  investigators  and 
seems  a  priori  to  be  quite  reasonable.  But  so  many 
cases  of  tuberculosis  of  the  epididymis  with  tubercle 
bacilli  in  the  urine  and  seminal  discharge  in  married  men 
are  known  without  the  wife  becoming  infected  that  the 
chances  seem  to  be  against  this  theory.  Even  granting 
that  this  might  be  the  source  it  would  require  unusually 
favorable  conditions  for  its  success.  The  preparation  of 
the  soil  for  the  implantation  of  the  infection  by  gonor- 
rhea becomes  a  prerequisite.     The  puerperal  state  with 
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its  attendant  traumatism  offers  favorable  soil  for  pri- 
mary infection.  Martin  has  noted  the  fact  that  there  is 
frequent  coincidences  between  tubal  pregnancy  and  tubal 
tuberculosis  indicating  a  previous  lesion. 

Diibrssen  has  had  a  case,  mentioned  by  Amann,  in 
which  catheterization  of  the  uterus  to  overcome  sterility 
was  followed  by  acute  tuberculosis  of  the  tube  and  peri- 
toneum ;  whether  infection  was  carried  in  by  the  catheter 
or  whether  the  operative  interference  was  simply  the  oc- 
casion for  the  acute  outburst  is  a  question. 

It  is  possible  that  the  street  dust  loaded  with  tubercle 
bacilli  and  swept  up  by  a  woman's  skirts  and  thus  de- 
posited on  the  external  genitals  may  be  a  source  of  in- 
fection. 

TUBERCULOSIS  OF  THE  PERITONEUM 

Method  of  Invasion. — Tuberculous  invasion  of  the 
tubes  and  ovaries  may  precede  that  of  the  general 
peritoneum,  be  contemporaneous  with  it  or  follow 
it.  They  are  frequently  found  existing  together 
and  probably  have  the  same  origin.  In  tuber- 
culous peritonitis,  the  disease  reaches  the  per- 
itoneum by  three  channels:  first,  hemic,  through 
the  blood-current,  which  gives  rise  to  the  acute  miliary 
form  of  general  tuberculosis;  second,  by  contiguity; 
which  form  is  secondary  to  tuberculosis  of  the  lymphatic 
system,  or  to  ulcers  of  the  bowel  which  have  not  yet  per- 
forated the  peritoneal  coat;  third,  by  continuity,  which 
form  arises  from  extension  of  ulceration  in  the  bowels 
or  Fallopian  tubes.  This  is  spread  over  the  peritoneum 
by  lymph-currents  or,  as  some  assert,  by  gravity  along 
the  serous  surface.  The  direct  primary  hemic  method 
is  believed  to  be  extremely  rare. 

Treatment. — There  is  practically  a  unanimity  of  opin- 
ion among  all  who  are  experienced  in  handling  this 
disease,  that,  if  possible  and  practicable,  the  focus  of  in- 
fection should  be  removed.  On  this  point  William  J. 
Mayo  says:    "The  treatment  of  tuberculous  peritonitis 
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should  embrace  not  only  the  treatment  of  the  peritonitis, 
which  is  symptomatic,  but  the  removal  of  the  source  of 
infection,  which  in  the  majority  of  cases  will  be  found 
in  the  Fallopian  tubes,  appendix  or  intestine/'  Murphy 
pays:  *^The  surgical  treatment  of  tuberculosis  of  the 
peritoneum  involves  the  following  propositions:  (1)  to 
remove  or  shut  oflf  the  source  of  supply  to  the  peritoneum 
of  new  tuberculous  debris;  (2)  to  remove  the  products 
of  the  infective  process  from  the  peritoneum;  (3)  to  in- 
crease the  tissue  proliferation  for  the  encapsulation  of 
the  foci  already  present;  and  (4)  to  avoid  mixed  infec- 
tion/' 

It  is  therefore  desirable,  to  say  the  least,  that  a 
diagnosis  of  the  presence  of  tuberculosis  be  made  in  ad- 
vance of  operation.  The  investigation  should  embrace  a 
careful  examination  of  the  genital  organs  by  touch,  so  as 
to  determine  their  exact  condition.  The  fact  that  this 
malady  is  frequently  discovered  in  young  girls  should  be 
kept  in  mind.  The  history  of  the  case  with  relation  to 
heredity,  loss  of  appetite  and  weight,  and  the  possibility 
of  venereal  infection,  should  be  carefully  considered. 
Martin  recommends  the  application  of  Koch's  tuberculin 
injection  test.  He  also  lays  great  stress  on  the  subcon- 
junctival instillation  of  Pirquet-Calmette.  He  considers 
this  especially  important  in  cases  of  tuberculosis  com- 
plicating pregnancy,  for  the  reason  that  the  reaction  de- 
termines the  amount  of  resistance  being  offered  by  the 
patient,  and  thereby  indicates  the  wisdom  of  allowing 
pregnancy  to  continue. 

But  when  all  these  precautions  have  been  taken  into 
consideration,  surprise  may  await  the  surgeon,  on  open- 
ing the  peritoneal  cavity.  AUport  has  voiced  this  in  his 
forceful  and  characteristic  style  when  he  says :  ^TJncer- 
tainty  is  the  characteristic  element  in  the  preliminary 
diagnosis  of  all  tuberculous  infection  of  the  peritoneum ; 
surprise  inevitably  awaits  the  surgeon  as  he  opens  the 
abdomen;  and  the  unexpected  sits  ever  at  the  elbow  of 
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the  pathologist   as   he   examines   the   specimen   in  I  lie 
laboratory." 

Operaiion, — In  dealing  with  any  individual  patient 
the  method  of  procedure  must  be  adapted  to  the  condi- 
tion presented  and  so  may  vary  with  every  case.  Ex- 
perience has  evolved  some  pretty  definite  and  fixed  rules. 
First,  it  must  be  constantly  kept  in  mind  that  spon- 
taneous recovery  is  often  possible;  at  the  same  time,  it 
must  not  be  forgotten  that  Nature  in  her  effort  to  over- 
come the  disease  can  be  greatly  assisted  in  many  cases  by 
the  surgeon.  Wlien  the  operator  has  made  the  abdominal 
incision  and  recognizes  that  he  is  in  the  presence  of  a 
more  or  less  extensive  tuberculous  peritonitis,  even  with 
distinct  foci  in  the  uterine  appendages,  what  shall  be  his 
rule  of  procedure?  He  should  not  be  led  astray  by  the 
protean  forms  of  the  disease  that  reveal  themselves  in 
successive  cases.  The  whole  situation  becomes  clear 
when  he  recalls  the  fact  that  there  is  but  one  basic  lesion 
of  which  the  case  in  hand  is  one  of  its  stages.  Nature 
is  ever  waging  her  war  of  resistance.  Her  line  of  de- 
fense may  be  overwhelmed  in  the  first  onset  and  a  con- 
dition of  hopeless  route  and  annihilation  may  be  pre- 
sented. This  condition  obtains  in  cases  of  ulceration, 
perforation,  cheesy  degeneration,  and  mixed  infection, 
with  resulting  hectic  fever.  On  the  other  hand,  we  may 
have  a  picture  of  disseminated  miliary  tubercles  accom- 
panied by  abundant  ascites ;  this  exudate  is  indicative  of 
a  protective  process  due  to  irritation  of  the  unaffected 
peritoneum.  If  in  this  process  the  individual  has  gained 
advantage  in  the  fight,  this  irritation  becomes  an  oblitera- 
tive  peritonitis,  the  final  process  resulting  in  fibrous  or 
cobweb  adhesions.  Another  picture  is  presented  when 
the  infection  has  invaded  tlie  peritoneum  from  con- 
tiguous organs,  and  presents  an  ulcerative  or  cheesy  form 
which  is  accompanied  by  fibrous  nodules,  cicatrizing 
ulcers,  masses  of  plastic  exudate  possibly  here  and  there 
organized  into  obstructing  bands  of  fibrous  tissue.    Ad- 


Digitized  by 


Google 


95 

hesions  and  obstructing  bands  may  form  sacculated  re- 
ceptacles containing  tuberculous  debris  known  as  pseu- 
docysts, which  may  contain  pus ;  this  indicates  mixed  in- 
fection, possibly  a  colon  bacillus.  The  omentum  may 
also  be  matted  together,  being  an  extension  of  the  same 
process. 

As  has  been  said,  positive  diagnosis  is  difficult  and  un- 
certain, hence  the  surgeon  must  be  ready  to  deal  wisely 
with  the  condition  found.  In  the  practical  handling  of 
these  cases  they  may  be  divided  into  three  classes,  first, 
the  ascitis;  second,  the  adhesive;  and  third,  the  cheesy, 
attended  usually  with  debris  and  pus. 

In  the  first  or  ascitic  variety  the  serum  should  be 
evacuated  and  the  wound  closed  without  drainage.  These 
are  the  cases  that  recover  so  mysteriously  and  so  perma- 
nently. As  a  sequel  to  this  surgical  intervention,  the  pa- 
tient should  receive  the  benefit  to  the  fullest  extent  of 
such  theraputic  measures  as  climate,  hygiene  and  diet. 
These  are  usually  cases  of  general  miliary  peritonitis. 
If  a  definite  focus  is  discovered  in  the  tubes  or  the  ap- 
pendix, its  removal  is  desirable.  But  quiescent  adnexa 
which  have  been  long  buried  in  protecting  adhesions 
should  not  be  disturbed. 

In  the  second  class,  or  adhesive  variety,  if  the  plastic 
exudate  is  quite  universal,  and  a  tendency  to  organize 
into  adhesive  bands  is  apparent,  no  interference  should 
be  attempted  unless  a  distinct  focus  can  be  easily  reached 
and  removed.  The  wisdom  of  attacking  this  for  its  re- 
moval will  depend  on  the  general  condition  of  the  pa- 
tient.   The  wound  should  be  closed  without  drainage. 

In  the  third  class  of  cheesy  deposit,  with  collections  of 
debris,  some  operators,  acting  on  Koenig's  suggestion  of 
the  analogy  between  articular  joints  and  the  peritoneal 
cavity,  have  advocated  curetting,  excision,  sature,  and 
dissection  of  the  tuberculous  masses.  This  is  too  radical 
surgery.  Experience  has  shown  that  it  is  disastrous. 
Adhesions  that  presumably  shut  in  intestinal  ulceration 
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should  be  carefully  preserved,  but  collections  of  debris 
and  pus  should  be  as  carefully  cleansed  and  the  cavity 
drained  with  cigarette  drains  of  gutta-percha  tissue. 
Gauze  drains  should  be  proscribed.  Allport  says: 
"Gauze  drainage  is  a  snare  of  the  devil  and  is  especially 
apt  to  be  followed  by  serious  and  often  fatal  fecal  fistula 
in  the  dry  forms  of  tuberculous  peritonitis.  Statistics 
show  conclusively  that  its  practice  leads  to  evils  which 
are  worse  than  the  original  disease.^' 

Parker  Syms  in  summing  up  an  article  read  before  the 
New  York  Surgical  Society,  March  13, 1907,  says : 

We  have  learned  that  operations  should  not  be  undertaken 
during  the  first  year  of  infancy;  we  have  learned  that  surgery 
offers  but  little  hope  in  the  adhesive  variety  of  the  disease; 
we  have  learned  that  the  serous  variety  offers  the  best  prog- 
nosis under  the  various  forms  of  treatment  and  that  the 
surgical  treatment  of  this  variety  offers  the  best  results  ob- 
tainable in  this  disease.  But  the  most  important  lesson  we 
have  learned  is  that  the  scientific  operation  of  today  is  the 
one  which  has  for  its  foundation  the  removal  of  the  original 
focus  of  the  disease,  as  the  tuberculous  Fallopian  tubes,  vermi- 
form appendix,  mesenteric  gland,  etc. 

CASE  REP0BT8 

My  experience  embraces  seven  cases  widely  distributed 
through  my  years  of  practice. 

Case  1. — Miss  R.  T.,  aged  32,  referred  to  me  as  a  subject 
of  chronic  general  peritonitis,  May,  1887.  Without  any  sus- 
picion of  tuberculosis  I  opened  the  abdominal  cavity  for  the 
purpose  of  drainage,  and  with  the  expectation  of  finding  pus 
foci  in  the  Fallopian  tubes.  The  entire  peritoneum  was  cov- 
ered with  a  moist  grayish  exudate  agglutinating  universally 
the  omentum  and  the  coils  of  intestine.  Never  had  I  seen 
such  a  case  before.  There  was  almost  no  literature  on  this 
subject  at  that  time,  and  in  my  ignorance  I  separated  the 
adhesions  and  drained  freely  in  all  directions  with  gauze.  The 
result,  of  course,  was  a  prompt  fatality. 

Case  2.— Mrs.  S.  M.,  at  the  New  York  City  Hospital,  came 
into  my  service  May,  1894,  as  a  case  of  double  adnexal  dis- 
ease, the  adhesions  filling  the  entire  pelvis.  The  patient's  gen- 
eral condition  was  bad,  with  a  daily  temperature  of  101  F. 
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I  performed  a  vaginal  pan-hjsterectomy.  On  examining  the 
specimen  during  its  removal  miliary  tubercles  were  apparent 
on  the  peritoneum  surface  of  tube;  the  uterus  and  ovaries 
were  cheesy.  As  the  patient  was  in  no  condition  to  with- 
stand a  laparotomy,  I  elevated  the  patient  in  the  Trendelen- 
burg posture,  and  with  retractors  opened  wide  the  vaginal 
opening  into  the  peritoneal  cavity,  after  which  the  pelvis  was 
drained  vaginally  with  iodoform  gauze.  The  patient  died  in 
less  than  a  year. 

Case  3. — Mrs.  G.  L.,  City  Hospital,  June,  1894,  had  symp- 
toms of  almost  constant  pain  in  the  left  ovarian  region;  diag- 
nosis, salpingitis.  On  opening  the  abdominal  cavity  I  found 
a  condition  of  general  miliary  tuberculosis.  The  left  tube 
and  ovary  were  bound  together  by  adhesions,  the  tube  being 
large  and  covered  with  tubercles.  There  were  no  other  adhe- 
sions, and  no  ascites.  The  left  adnexa  were  removed,  the 
patient  was  wheeled  into  the  sunlight  and  the  direct  rays  of 
the  sun  were  allowed  to  pour  into  peritoneal  cavity  through 
the  widely  opened  incision.  The  wound  was  closed  without 
drainage.  The  patient  made  a  complete  and  permanent  recov- 
ery. 

Case  4. — Captain of  the  Salvation  Army,  presented  her- 
self at  my  office  December,  1008,  giving  a  history  of  constant 
pain  in  the  right  ovarian  region,  which  had  grown  steadily  worse 
for  about  a  year,  with  the  pain  intensified  at  menstrual 
periods.  There  was  loss  of  strength  and  flesh.  The  abdomen 
was  distended  and  tympanitic,  with  dullness  in  the  flanks.  A 
hard  nodular  mass  filled  the  right  pelvis,  crowding  the  uterus 
to  the  left  side.  I  made  a  diagnosis  of  probable  tuberculosis, 
and  subjected  the  patient  to  a  laparotomy  at  the  Woman's 
Hospital,  January,  1909.  On  op^iing  the  abdominal  cavity  I 
found  coils  of  intestine  firmly  agglutinated  together  and 
firmly  attached  to  the  right  adnexa,  forming  a  large  mass. 
The  surrounding  peritoneum  and  the  fundus  of  the  uterus, 
where  the  right  horn  could  be  seen  peeping  out  of  the  coils  of 
intestine,  were  dotted  with  miliary  tubercles.  In  attempting 
to  separate  the  intestines,  I  found  that  their  walls  were  thor- 
oughly invaded  and  quickly  felt  that  the  part  of  wisdom  was 
to  desist  from  further  interference.  I  therefore  sponged  the 
cavity  dry  and  closed  the  wound  without  drainage.  Temper- 
ature ran  daily  to  101%  F.  for  about  a  week.  Under  careful 
and  enforced  diet,  strength  returned  rapidly,  and  the  patient 
left  the  hospital  in  four  weeks.  Outdoor  life,  day  and  night, 
and  good  nourishment  were  enjoined,  and  one  year  later  she 
reported  at  my  office  greatly  improved  and  ready  to  go  back 
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to  the  ranks  of  the  Salvation  Army.  There  was  no  ascites 
and  the  peWic  mass  had  diminished  to  at  least  one-half  of  its 
former  proportions.     I  have  not  seen  the  patient  since. 

Case  5. — Miss  E.  D.  M.,  aged  22 1^  years,  was  a  private 
patient  of  Dr.  Weiss,  Mt.  Vernon,  N.  Y.,  who  has  kindly 
furnished  me  the  following  history: 

"I  first  saw  the  patient  on  Dec.  1,  1906,  and  found  her 
suffering  with  an  attack  of  acute  lobular  pneumonia  (lower 
left  lobe),  with  no  cough  but  felt  oppression  in  chest,  had 
high  temperature  and  felt  sick. 

"The  history  leading  up  to  this  acute  condition  in  brief  was 
this:  The  patient  had  been  more  or  less  tired  for  some  five 
or  six  weeks,  but  still  went  to  work,  when  she  was  suddenly 
taken  down  on  or  about  December  1  with  a  chill  and  the  acute 
condition  above  spoken  of.  The  pneumonia  took  the  usual 
course  and  on  Jan.  24,  1907,  some  seven  weeks  after  the  begin- 
ning of  the  original  illness  the  patient  returned  to  work.  At 
this  time  the  pneumonia  had  resolved  and,  while  her  general 
condition  was  fair,  she  was  still  weak.  The  patient  continued 
to  go  to  her  work  (that  of  a  stenographer),  from  Jan.  24, 
1907,  to  Feb.  28,  1907,  about  five  weeks,  when  she  again  no- 
ticed that  she  had  severe  pain  in  the  left  lower  abdomen.  She 
persisted  in  going  to  work,  however,  until  February  28,  when 
the  pain  became  so  great  that  she  remained  at  home.  Exam- 
ination at  this  time  showed  nothing  special  in  the  thorax. 
There  was  a  general  swelling  and  distention  of  the  abdomen. 
Percussion  of  the  flanks  showed  some  slight  evidence  of  liquid 
in  the  abdominal  cavity.  There  was  thickening  of  left  Fal- 
lopian tube  with  considerable  pain  on  pressure;  otherwise 
the  patient's  condition  was  negative. 

"The  usual  hygienic  and  tonic  treatment  was  instituted,  the 
tentative  diagnosis  being  tuberculous  peritonitis.  On  March 
18,  1907,  Dr.  Goffe  kindly  saw  the  patient  with  me  and  gave 
his  opinion  that  an  absolute  diagnosis  was  difficult  to  make 
and  advised  close  observation. 

"Four  days  later  patient  was  transferred  to  the  Mount  Ver- 
non Hospital.  The  distention  at  this  time  had  improved  some- 
what, the  pain,  however,  in  the  lower  left  side  persisted,  and 
there  was  more  or  less  fever  with  increased  pulse-rate. 

"During  the  following  two  weeks  patient  appeared  to  im- 
prove. In  consideration  of  this  fact,  on  consultation  with 
Dr.  Goffe,  it  was  decided  to  do  an  exploratory  laparotomy. 
Accordingly  on  April  3,  1907,  under  the  direction  of  Dr.  Goffe, 
I  opened  the  abdomen  and  found  the  peritoneum  studded  with 
many  patches,  congested,  and  all  the  organs  adherent.     The 
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parietal  peritoneum  itself  was  fully  %  of  an  inch  thick.  The 
left  tube  was  found  considerably  enlarged  and  adherent.  It 
was  decided  to  close  the  abdomen  without  drainage  and  insti- 
tute a  sustaining  and  tonic  line  of  treatment.  After  a  few 
days  the  abdominal  wound  broke  down  and  large  quantities 
of  puiK  came  from  the  sinus. 

'^During  the  summer  of  1907,  the  patient  had  chills  with 
continued  rises  of  temperature,  sweats,  lost  considerable 
weight,  and  drained  a  great  deal  of  pus.  Examination  showed 
some  of  these  sinuses  extending  from  5  to  6  inches  under  the 
abdominal  wall,  one  in  particular,  running  up  from  the  wound 
on  the  right  side  toward  the  liver. 

"From  April  until  October  the  fresh-air  and  hygienic  treat- 
ment in  every  sense  of  the  word  was  carried  out  to  the  letter; 
not  only  were  the  windows  of  the  patient's  sleeping  apartment 
kept  open  day  and  night,  but  she  was  carried  daily  down  to 
the  lawn,  where  she  passed  her  time  either  on  a  couch  or  in 
a  hammock,  thus  enjoying  the  benefit  of  the  outdoor  treat- 
ment continuously.  In  addition  to  this  she  was  given  tonics 
and  proper  food. 

"About  August  1,  1907,  the  heretofore  weak  and  bed-ridden 
patient  began  to  show  perceptible  signs  of  improvement  and, 
while  her  weight  at  that  time  could  not  very  well  be  taken, 
her  general  appearance,  in  spite  of  the  large  amount  of  drain- 
age from  the  wound,  showed  considerable  weekly  improvement. 
This  went  on  continuously  until  in  September  the  patient  was 
permitted  to  walk  about  and  take  exercise.  The  improvement 
continued  along  these  lines  imtil  October  6,  when  in  addition 
to  the  pus  drainage  there  were  evidences  of  a  fecal  fistula. 

*Trom  October,  1907,  until  April,  1908,  in  spite  of  the  incle- 
ment winter  weather,  the  same  open-air  treatment  was  contin- 
ued. By  April  1,  1908,  the  pati^it  had  improved  to  such  a 
degree  that  it  was  decided  to  transfer  the  patient  to  her  own 
home.  On  the  day  of  transfer  (April  6),  the  patient's  weight 
was  found  to  be  102  pounds,  as  compared  with  104  or  105 
pounds,  which  was  her  best  previous  weight  in  health. 

"From  April  1  until  August  1,  1908,  she  remained  at  home 
continuing  in  about  the  same  general  condition,  with  an  occa- 
sional chill  and  a  small  break-down  possibly  of  some  gland  or 
pus  pocket  as  shown  in  the  increase  of  drainage,  improving, 
however,  in  general  condition. 

"She  was  permitted  to  take  up  some  of  her  previous  business 
duties.  Accordingly,  she  accepted  a  position  which  permitted 
her  four  to  six  hours  light  work,  with  the  coincident  exer- 
cise of  walking  daily  bacl^  |ind  for.th  to  her  .place, of  b^iness. 


Digitized  by 


Google 


100 

This  test  she  stood  remarkably  well  and,  with  the  exception 
of  one  or  two  minor  colds  during  the  winter,  improved  to 
such  an  extent  that  on  April  6,  1909,  she  appeared  sufficiently 
recovered  to  be  able  to  take  up  her  more  arduous  duties  as 
chief  stenographer  in  a  large  law  office  in  a  town  about  ten 
miles  away.  This,  of  course,  included  not  only  walking  to 
the  station,  but  twenty  miles'  railroad  travel  as  well.  She 
stood  the  strain  of  this  new  occupation  very  well  until  mid- 
summer when  she  began  to  lose  in  weight.  She  then  took  a 
three  weeks'  vacation  in  the  Adirondacks  and  returned  to 
work  in  August  considerably  improved. 

"From  that  time,  August,  1909,  to  the  time  of  the  present 
writing,  March,  1910,  she  has  enjoyed  very  good  average 
health,  with  the  exception  of  an  occasional  attack  of  bron- 
chitis, generally  the  result  of  some  indiscretion  in  dress.  She 
looks  well,  eats  well,  and  is  able  to  carry  out  all  the  duties 
of  her  position  and,  while  she  tires  from  time  to  time,  it 
cannot  be  said  that  she  does  so  to  any  greater  extent  than 
any  other  person  might  under  similar  circumstances. 

"During  this  time,  namely,  from  about  July,  1907,  to  March, 
1910,  an  effort  has  been  made  at  all  times  to  carry  out  the 
open-air  treatment,  and  particular  attention  has  been  paid  to 
regular  meals,  largely  of  the  proteid  type,  with  very  little 
medication.  An  occasional  tonic  or  emulsion  or  a  little  ordi- 
nary cough  medicine  has  been  about  all  the  medical  remedies 
employed.  No  alcohol  has  been  used.  The  patient  has  been 
advised  to  rest  as  much  as  possible  and  also  to  get  as  much 
sleep  as  circumstances  will  allow. 

"The  patient  now  looks  well,  has  a  good  color,  is  strong  and 
eats  and  sleeps  well.  She  weighs  at  time  of  writing  103 
pounds.  There  remains  a  small  fistula  which  discharges  some 
pus  daily  and  occasionally  some  fecal  matter,  showing  that 
the  fecal  fistula  is  not  entirely  healed.  The  only  trouble  the 
patient  now  experiences  is  that,  when  the  sinus  closes,  the 
fecal  matter  seems  to  accumulate  between  the  intestines  and 
the  abdominal  wall  and,  until  relieved,  there  is  more  or  less 
pain  and  distress.  Other  than  that  the  patioit  has  no  discom- 
fort. 

"In  February,  1907,  just  subsequent  to  the  attack  of  pneu- 
monia, when  the  patient  again  went  to  bed,  she  menstruated 
continuously  for  about  three  we^s  before  being  removed  to 
this  hospital.  From  about  March  22,  1907,  to  Jan.  4,  1908 
(a  period  of  ten  months),  menstruation  ceased  entirely.  On 
Jan.  4,  1908,  it  recommenced  and  has  remained  regular  ever 
since  *  h2  :timg^;  q^uanUt^  .9  n<^  quality.. 
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"A  recent  internal  examination  showed  no  especially  abnor- 
mal conditions,  except  that  the  uterine  organs  and  adnexa  are 
fixed  and  there  is  some  thickening  and  fulness  in  the  left 
broad  ligament  and  tube. 

''Examination  of  pus  made  by  our  pathologist,  Dr.  Goldhom, 
showed  nothing  of  interest. 

"My  interpretation  of  the  general  low-grade  peritonitis 
which  commenced  in  March,  1907,  is  that  the  infection  was 
due  to  the  pneumococcus  germ  secondary  to  the  original 
attack  of  pneumonia. 

"In  closing  a  word  might  be  said  in  regard  to  the  treatment. 
It  will  be  noticed  that  after  the  original  laparotomy  it  has 
been  entirely  medical  and  that  there  has  been  no  surgical 
interference.  This  has  been  done  advisedly,  for  the  reason 
that  the  patient  showed  continuous  improvement,  and  the  con- 
dition and  the  internal  conditions,  so  far  as  they  could  be 
interpreted  from  the  laparotomy  and  srubsequent  course  of 
the  disease,  were  such  that  any  surgical  procedure  would  be 
fraught  with  so  much  danger  that  the  inconvenience  of  a 
small  fecal  fistula  was  considered  preferable  to  a  possible  un- 
fortunate outcome,  the  result  of  a  surgical  interference." 

Case  6. — Mrs.  S.  R.  H.,  aged  26,  had  been  married  five 
years,  had  never  been  pregnant  and  had  always  been  a  great 
sufferer  from  dysmenorrhea.  Four  years  ago  the  patient  had 
an  attack  of  pleurisy,  being  in  bed  ten  days.  During  the  fol- 
lowing two  years  she  complained  of  painful  breathing  and  a 
stitch  in  the  side.  She  lost  flesh  and  became  very  weak.  For 
the  past  two  years  she  has  suffered  pain  in  both  ovarian 
regions,  at  intervals  so  intense  that  morphin  had  to  be  used. 
Dec.  25,  1909,  the  patient  entered  Lawrence  Hospital,  Bronx- 
ville,  N.  Y.,  where  I  operated  for  salpingo-oophoritis.  The 
adnexa  of  each  side  were  bound  together  with  plastic  exudate 
and  the  tubes,  as  well  as  the  neighboring  coils  of  intestines, 
were  freckled  with  miliary  tubercles.  The  adnexa  were  re- 
moved with  the  exception  of  the  left  ovary  which  was  appar- 
ently free  from  disease.  There  was  no  ascites.  Recovery  was 
prompt.  Three  months  later,  April  11,  the  patient  reported 
a  gain  of  5^  pounds;  she  was  never  so  fat  in  her  life.  She 
can  walk  now  without  pain,  but  tires  easily,  is  living  out  of 
doors  and  sleeping  on  the  veranda. 

Case  7. — ^Mrs.  E.  D.,  aged  44,  was  subjected  to  laparotomy 
for  constant  pain  in  the  abdomen,  which  was  accounted  for  by 
adhesions.  There  was  also  an  old  hardened  chronic  condition 
of  the  left  adnexa.  The  omentum  was  attached  to  the  sigmoid 
flexure  and  the  fundus  uteri.    These  adhesions  were  separated 
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and  part  of  the  omentum  removed,  as  was  also  the  ovary  and 
tube  of  the  left  side,  which  were  bound  firmly  together.  There 
was  no  evidence  of  tuberculosis  present,  but  the  pathologist 
reported  that  the  walls  of  the  tube  were  pretty  generally 
invaded  with  tubercles.  The  patient  made  a  prompt  recovery 
and  has  been  relieved  of  her  pain.  This  case  undoubtedly 
stands  as  an  example  of  spontaneous  recovery. 

616  Madison  Avenue. 

ABSTRACT   OF  DISCUSSION 

Db.  Emil  Novak,  Baltimore:  The  possibility  of  tuberculous 
peritonitis  should  always  be  borne  in  mind  in  any  obscure 
abdominal  condition,  especially  in  the  presence  of  an  abdominal 
tumor.  An  illustrative  case  is  that  of  a  colored  woman  whom 
I  saw  about  four  years  ago.  She  was  brought  into  the  hospital 
several  weeks  after  delivery.  Her  only  complaint  was  that 
the  abdomen  was  Just  as  large  after  delivery  as  before.  After 
examination,  we  decided  that  there  was  probably  an  ovarian 
cyst  complicating  pregnancy.  Not  until  the  patient  had  been 
anesthetized  and  placed  on  the  operating-table  did  we  notice 
a  deep-seated  mass  high  up  in  the  abdomen,  which  made  us 
think  that  the  condition  was  not  one  of  ovarian  cyst,  but 
possibly  one  of  tuberculous  peritonitis.  At  operation,  we 
found  the  woman  suffering  from  tuberculous  peritonitis  with 
an  encysted  ascites,  while  the  deep-seated  mass  proved  to  be  a 
much  infiltrated  great  omentum.  The  case  was  particularly 
interesting,  in  view  of  the  fact  that  the  presence  of  one 
abdominal  tumor,  the  encysted  ascites,  had  misled  us,  and  that 
the  other  tumor,  the  infiltrated  omentum,  had  put  us  back 
on  the  right  track. 

In  estimating  the  good  results  following  operative  treatment 
in  this  disease,  one  must  bear  in  mind  that  there  is  a  strong 
tendency  in  many  cases  toward  spontaneous  recovery.  This 
is  well  illustrated  in  a  case  reported  by  Louis,  of  a  young 
man  suffering  with  very  advanced  tuberculous  peritonitis,  with 
marked  ascites,  emaciation,  etc.  In  this  condition  he  fell  a 
victim  to  Asiatic  cholera,  and  recovered  not  only  from  the 
cholera,  but  also  from  the  tuberculous  peritonitis. 

Db.  C.  C.  Fbedebigk,  Buffalo:  Patients  with  acute  tuber- 
culous peritonitis  sometimes  do  not  survive  the  shock  of 
operation.  With  the  exception  of  that  one  source  of  fatality 
following  operation,  I  have  never  seen  a  patient  die  as  a 
result  of  operation  nor  fail  to  see  a  patient  apparently  com- 
pletely recover.  I  have  seen  many  who  have  passed  through 
the  same  course  as  that  given  by  Dr.  Qoffe  in  the  history  of 
his  patient.  I  have  seen  them  go  for  a  period  of  from  six 
months  to  a  year  or  a  year  and  a  half  or  two  years  with  a 
stormy   career,   but   eventually   recover.     I   have   never   seen 
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one  left  with  a  permanent  fecal  fistula  or  any  other  fistula, 
although  the  infection  of  the  abdominal  scar  as  the  result  of 
contact  of  the  tuberculous  infection  with  the  wound  at  the 
time  of  operation  is  sometimes  a  source  of  trouble  for  several 
weeks  or  months  after  the  operation.  Four  or  five  years  ago, 
I  began  using  drainage  through  Douglas'  pouch  in  these  cases 
almost  as  a  routine  procedure.  I  broke  up  all  the  adhesions 
in  the  adhesive  cases  in  which  the  intestines  had  been  lifted 
into  the  upper  part  of  the  abdomen  by  the  accumulations'  of 
fluid  beneath  them  and  the  peritoneum,  all  the  mesentery 
having  become  adherent,  so  that  one  could  see  simply  a  mass 
composed  of  intestine  in  such  condition  that  one  could  not 
see  a  convolution  of  the  intestine.  I  free  the  adhesions  com- 
pletely, sometimes  the  operation  being  30  or  46  minutes  in 
duration.  All  the  tuberculous  surface  is  exposed  to  view  and 
to  contact.  The  abdominal  cavity  is  sponged  out.  In  women 
usually  the  focus  of  infection  is  the  tube.  Then  a  drain  is 
passed  down  through  Douglas'  pouch.  I  always  put  in  a  big 
drainage  tube  with  fenestra  at  the  top.  The  tube  is  kept 
in  for  weeks  so  as  to  insure  free  drainage  from  the  lower 
part  of  the  pelvic  cavity  even  after  the  upper  part  may  be 
shut  off  by  adhesive  inflammation  and  lymph.  Such  treat- 
ment  is  almost  invariably  followed  by  recovery  in  cases  of 
tuberculous  peritonitis. 

Db.  Bobebt  T.  GnxMOBE,  Chicago:  Recently,  I  have  been 
unfortunate  enough  to  have  three  cases  of  tuberculous  peri- 
tonitis or  salpingitis.  The  symptoms  are  much  the  same  as 
those  of  tuberculosis  in  other  parts  of  the  body,  though  not 
quite  typical  as  regards  the  evening  rise  of  temperature  and 
the  night  sweats.  In  some  cases  the  condition  comes  on 
insidiously  with  slight  pain  if  the  disease  originates  in  a  tube, 
and  it  may  not  be  greater  on  the  side  on  which  operation 
shows  the  greater  pathologic  condition.  The  pain  is  dull  and 
there  is  usually  some  tympanitis.  Besides  those  symptoms 
I  have  been  able  to  get  nothing  characteristic.  The  tem- 
perature may  be  normal;  the  pulse  rapid.  A  diagnostic  point 
which  should  not  be  neglected  is  the  von  Pirquet  reaction. 
This  is  not  a  positive  reaction,  and  in  adults  is  of  negative 
value.  If  old  tuberculin  is  used  and  the  reaction  does  not 
occur  it  may  be  aserumed  that  the  condition  is  not  tuberculous. 
Another  diagnostic  point  is  leukopenia  instead  of  leukocytosis, 
which  occurs  with  any  of  the  pus-producing  organisms.  One 
of  my  patients  had  been  treated  for  three  months  for  typhoid 
fever;  owing  to  similarity  of  the  clinical  picture  the  diagnosis 
was  not  inexcusable,  but  had  the  indefinite  bilateral  pelvic 
mass  been  palpated  the  diagnosis  would  have  been  easier. 
Still  another  point  is  the  finding  of  fluid  in  the  abdomen. 


Digitized  by 


Google 


104 

Sometimes  there  is  postural  accumulation  of  fluid,  such  as  is 
seen  in  non-compensated  cardiac  conditions  or  in  lesions  of 
the  kidneys.  If  disease  of  these  two  organs  can  be  eliminated 
tuberculous*  peritonitis  maj  be  suspected. 

Db.  a.  Miles  Tatlob,  San  Francisco:  I  have  been  working 
along  these  lines  for  some  years,  and  I  agree  with  Dr.  Goffe 
that  it  is  very  difficult  without  a  thorough  knowledge  of 
pathologic  conditions  to  make  a  correct  diagnosis.  However, 
with  the  means  we  now  possess  in  the  laboratory,  and  with 
long  experience,  we  should  be  able  to  overcome  this.  I  am 
much  interested  in  the  case  of  tuberculous  tube  with  ectopic 
gestation,  this  being  the  only  case  reported  so  far,  other  than 
those  which  I  reported  in  a  monograph  written  ten  years  ago, 
and  in  a  paper  which  I  read  on  May  10,  1910,  before  the  San 
Francisco  County  Medical  Society,  entitled  "Tuberculosis  of 
the  Fallopian  Tubes  as  an  Etiologic  Factor  in  Extra-Uterine 
Pregnancy,"  wherein  I  reported  64  patients  operated  on,  and 
42  of  whom  were  proved,  by  pathologic  laboratory  examina- 
tion, to  have  tuberculous  tubes.  I  believe  that  the  primary 
infection  may  be,  and  is,  introduced  through  the  vagina,  either 
by  examination  with  finger,  by  coitus,  or  through  abrasions  of 
the  vulva.  In  the  secondary  form  it  is  introduced  by  foci  in 
some  other  organ  of  the  body,  as  the  lung,  hip,  or  knee  joint, 
or  any  other  organ  infected  with  this  die^ease.  The  monthly 
congestion  of  these  organs  certainly  is  a  field  inviting  to  the 
tubercle  bacilli,  as  well  as  to  any  other  pus-forming  micro- 
organism. Many  surgeons  have  reported  tuberculous  disease 
of  the  tubes  even  in  girls  of  17  and  upward.  Such  men  as 
Kaufmann,  Amann,  Kleinhans,  Tuffier,  Pozzi,  Delbet,  Hart- 
man,  Faure,  Sick,  Bier,  Murphy,  Ochsner,  Tuholske,  Riolanus, 
Vassall  and  Regnier  de  Graf  have  reported  this  condition,  but 
none  of  these  gentlemen  has  associated  tuberculosis  of  the 
tube  as  a  cause  of  ectopic  gestation  previous  to  this  time. 

Db.  H.  T.  Byfobd,  Chicago:  When  we  separate  extensive 
adhesions  in  cases  with  but  little  effusion  we  often  get  ulcera- 
tion and  breaking  down  of  the  intestinal  walls.  Hence,  I 
think,  it  will  not  do  to  recommend  the  separation  of  adhesions 
in  all  cases.  In  view  of  the  fact  that  many  recover  without 
operation,  we  should  look  at  the  matter  from  a  conservative 
standpoint.  These  adhesions  are  Nature's  method  of  limiting 
the  disease,  and,  usually,  form  again.  You  cannot  drain  any 
part  of  the  peritoneal  cavity  longer  than  a  day  or  two.  As  a 
rule  I  drain  only  long  enough  to  let  out  the  excess  of  material 
which  Nature  has  not  been  able  to  take  care  of.  In  most 
cases  it  is  enough  to  let  out  the  fiuid  and  remove  the  septic 
focus,  and,  if  desired,  let  in  a  little  air  or  sprinkle  in  a  little 
iodoform   as   a   local   stimulant.     Although   the   ovaries   and 


Digitized  by 


Google 


105 

tubes  may  not  be  the  primary  focus,  they  usually  require 
removal  in  cases  of  pelvic  tuberculosis,  because  the  monthly 
congestion  seems  to  favor  the  development  of  germs. 

Db.  Tod  Gilliam,  Columbus,  O.:  I  presume  that  most  of 
us  are  influenced  by  our  own  experience  in  these  affairs.  A 
few  years  ago,  Dr.  Byford  and  I  were  pitted  against  each 
other  in  Chicago  on  this  same  subject.  I  am  a  strong  advocate 
of  operative  interference  in  tuberculous  peritonitis  with 
effusion.  I  am  an  advocate  principally  from  my  own 
experience,  which  has  been  most  favorable,  and  because  one 
gets  immediate  and  convincing  results.  When  the  abdomen 
is  opened  and  the  fluid  let  out,  usually  that  is  the  end  of  the 
trouble.  I  have  sometimes  had  reaccumulation,  but  even  this 
would  disappear  and  almost  every  patient  with  uncomplicated 
tuberculous  effusion  has  been  cured.  I  never  interfere  with 
the  adhesions  of  tuberculous  peritonitis  if  I  can  help  it,  and 
I  am  very  particular  not  to  do  any  damage  to  the  intestines. 
I  have  never  known  an  intestinal  tuberculous  fistula  to  heal, 
and  I  dread  them  greatly.  If  I  find  that  the  tubes  are  in- 
volved, and  I  can  get  them  out  without  damage  to  the 
intestines,  I  remove  them.  In  cases  of  this  class  I  have  had 
excellent  results. 

Db.  J.  R.  GoFFEy  New  York:  I  believe  in  the  conservative 
method  of  treating  these  patients  as  I  indicate  in  my  paper. 
In  one  of  the  cases  reported,  the  young  woman  had  been 
Buffering  from  one  to  two  years  and  was  finally  obliged  to 
give  up  her  work  in  the  Salvation  Army.  I  made  a  diagnosis 
of  tuberculous  peritonitis,  with  the  focus  probably  in  the 
right  appendages,  and  did  a  laparotomy.  There  was  con- 
siderable serum,  which  I  carefully  sponged  out.  In  attempting 
to  separate  the  adhesions  about  the  diseased  appendages  on 
the  right  side,  I  found  that  the  walls  of  the  intestine  were 
involved,  and,  after  separating  just  a  few  "of  the  uppermost 
coils  of  intestine,"  I  desisted  and  restored  them  to  their 
original  position  and  closed  the  abdomen  without  drainage. 
She  made  a  beautiful  recovery,  the  most  satisfactory  con- 
valescence I  have  ever  witnessed.  I  take  the  stand  that  in 
all  these  cases  conservative  work  is  the  best.  Kemove  the  focus, 
if  easily  and  safely  reached,  but  refrain  from  all  serious  dam- 
age to  the  tissues,  drain  out  the  fluid  and  close  the  wound. 
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AETERIOSCLEEOSIS       OF       THE       UTERINE 
VESSELS 

WITH  A  CONSIDERATION  OF  THE  CAUSE  OP  HEMORRHAGE 
AND  REPORT  OP  CASES 


SIDNEY   A.    CHALFANT,   M.D. 

PITTSBUBO 


In  the  history  of  this  condition  we  find  a  cycle  such 
as  is  common  in  many  medical  subjects.  At  first  only 
the  changes  in  the  uterine  muscle  and  blood-vessels  were 
considered.  After  Olshausen's  introduction  of  the 
curette  attention  was  centered  on  the  endometrium.  All 
irregular  bleeding  was  attributed  to  changes  in  this 
structure,  and  an  almost  infinite  number  of  classifica- 
tions and  varieties  of  endometritis  resulted.  The  work  of 
Adler  and  Hitschmann*  which  was  later  verified  by 
Norris  and  Keene*  has  shown  that  much  of  that  which 
was  formerly  considered  pathologic  in  the  endometrium 
is  simply  the  normal  change  that  occurs  in  the  men- 
strual cycle. 

But  long  before  this  work  on  the  endometrium  was 
done,  attention  began  to  be  directed  again  to  the  changes 
in  the  blood-vessels  and  uterine  muscle.  I  shall  not 
attempt  to  review  all  the  literature  on  this  subject  but 
shall  refer  to  only  a  few  of  the  more  important  articles. 
Findley*  in  1901  was  one  of  the  first  in  America  to 
write  on  this  subject,  notwithstanding  operators  had 
been  removing  the  uterus  for  this  condition  for  several 

1.  Adler  and  Hltschmann :  Monttschr,  f.  Q^bnrtah,  n.  Gynik., 
xzTll,  part  1. 

2.  Norris  and  Keene :  Burg.,  Gynec  and  Obat,  x.  No.  1,  p.  44. 
8.  Findley,  Palmer:     Am.  Jour.  Obet.,  xUil,  80. 
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years  before.  The  case  he  reports  was  one  of  the  so- 
called  "apoplexia  uteri"  due  to  an  embolism  of  the  uter- 
ine arteries,  which  was  probably  cardiac  in  origin.  In 
his  later  paper*  he  attributes  the  hemorrhage  to  a  muscu- 
lar insuflBciency,  and  this  in  turn  to  an  overgrowth  of 
the  fibrous  tissue,  both  between  the  muscle  bundles  and 
about  the  arteries.  With  these  conclusions  I  do  most 
heartily  agree  concerning  the  value  of  the  uterine  mus- 
cle in  the  control  of  hemorrhage.  Anspach*  demon- 
strated that  the  increased  connective  tissue  in  and  about 
the  arteries  was  very  largely  elastic  rather  than  fibrous 
tissue.  He  suggested  that,  as  this  elastic  tissue  was  so 
commonly  f  oimd  in  the  uteri  of  multiparsB  its  presence 
was  physiologic  rather  than  pathologic  and  that  the  hem- 
orrhage in  these  cases  was  due  to  a  lack  rather  than  an 
excess  of  elastic  tissue. 

Goodall*  has  made  another  and  very  decided  advance 
in  our  knowledge  of  these  cases.  He  has  shown  that 
the  uterus  after  each  pregnancy  develops  a  complete  new 
set  of  arteries ;  that  where  the  difference  in  size  between 
the  old  artery  and  the  new  one  is  great  as  in  the  pla- 
cental area,  a  complete  new  vessel  with  three  complete 
new  coats  is  formed  within  the  lumen  of  the  old  one;  but 
where  the  difference  in  size  is  less  marked,  part  of  the 
old  vessel  is  retained  and  is  incorporated  as  a  part  of  the 
wall  of  the  new  vessel.  Normally  the  unutilized  por- 
tions of  the  walls  of  the  old  vessels  undergo  hyaline 
degeneration  and  are  completely  absorbed.  This  is  the 
ideal  involution.  But  when  some  local  disturbance  or 
constitutional  condition  complicates  the  puerperium,  the 
change  is  less  perfect  and  the  muscularis  of  the  old  ves- 
sel after  the  hyaline  degeneration  has  taken  place  is 
replaced  by  elastic  tissue  instead  of  muscle.  This  is  in 
accordance  with  Nature^s  law  to  do  the  best  thing  possi- 
ble imder  the  conditions  present.  Where  the  disturbing 

4.  Findley,  Palmer:     Am.  Jonr.  Obst.,  Ill,  71. 

5.  Anspach :  Uniy.  Penn.  Med.  BaU.,  xyUI,  No.  12,  p.  822. 

6.  Goodall :  Am.  Joar.  Obst,  Ix,  No.  6,  p.  921. 
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factor  is  very  severe,  and  particularly  in  patients  past 
35  years  of  age,  instead  of  elastic  tissue^  Nature  produces 
a  structure  even  lower  in  the  scale,  that  is,  fibrous  tissue. 
Pankow,^  in  an  effort  to  find  some  definite  pathology 
for  these  cases,  examined  fifty-two  uteri,  excluding  all 
benign  or  malignant  new  formations  and  fresh  or  old 
inflammation.    He  says : 

From  a  comparative  anatomic  examination  of  uteri  from 
bleeding  and  non-bleeding  multipara  and  nullipara  there  is  no 
evidence  of  anatomic  change  to  account  for  hemorrhage.  All 
the  changes  in  the  myometrium  considered  in  causal  relation 
with  bleeding  are  found  only  in  part  of  the  clinical  bleeding 
cases,  and  are  fouri  in  others  having  no  clinical  history  of 
bleeding. 

He  concludes  that  "there  is  therefore  nothing  charac- 
teristic for  bleeding  uteri.'' 

In  his  later  paper  Anspach'  minimizes  the  influence 
of  the  arterial  and  muscular  changes  in  the  causation  of 
hemorrhage  and  suggests  that  the  cause  is  some  other 
condition,  as  endometritis,  lacerations,  displacement  of 
the  uterus,  pelvic  inflammation  or  pelvic  congestion  from 
disease  of  the  heart  or  kidneys.  The  objection  to  con- 
sidering these  conditions  as  the  primary  cause  is  the 
fact  that  they  are  so  commonly  found  without  any  accom- 
panying disturbance  of  the  menstruation. 

Out  of  twenty-five  patients  who  have  had  a  hyster- 
ectomy for  hemorrhage  in  the  past  five  years,  I  have 
studied  the  uteri  of  eleven.  These  were  all  in  which  I 
was  able  to  find  both  the  specimen  and  a  history  suffi- 
ciently detailed  to  justify  examination.  In  addition  to 
these  I  have  studied  the  uteri  from  three  other  multi- 
parae  which  had  been  removed  for  other  causes;  one  an 
enlarged  uterus  that  had  been  causing  pain,  one  a  com- 
plete prolapse,  and  one  for  a  very  hard  suspicious  cervix, 
although  curettings  and  pieces  of  the  cervix  were  re- 
ported not  malignant.    This  patient  was  one  year  past 

7.  Pankow :   Ztschr.  f.  Getrartsh.  a.  Gyntk,  Irr,  886. 

8.  Anspach  :   Snrg.,  Gynec.  and  Obst,  Ix,  No.  8,  815. 
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the  menopause,  -with  no  hemorrhage,  but  a  slight  leu- 
korrhea. 

Specimens  were  taken  from  just  below  the  level  of  the 
tubes,  about  the  internal  os  and  from  the  cervix  where 
it  had  been  removed.  Sections  were  made  to  include 
the  entire  thickness  of  the  uterine  wall,  and  were  stained 
with  hematoxylin  and  eosin,  Van  Giesen,  Weigert  and 
Van  Giesen  and  Weigert  carmin. 

Gross  Pathology, — On  account  of  the  hardening  and 
shrinkage,  it  was  very  hard  to  draw  conclusions  concern- 
ing the  size  of  the  uterus,  particularly  as  many  of  them 
had  been  removed  by  a  supravaginal  hysterectomy.  Those 
that  had  been  removed  recently  all  showed  an  enlarge- 
ment of  varying  degree.  On  cut  section  the  vessels 
stand  out  quite  prominently  and  appear  to  be  larger  in 
size  and  more  numerous  than  normal.  I  was  able  to 
be  more  certain  of  this  in  three  cases  in  which  operation 
had  been  performed  recently.  In  the  specimens  that  had 
been  in  preservation  for  a  long  time,  this  feature  was 
not  so  apparent. 

It  would  seem  that  this  increase  in  number  and  size 
of  the  vessels  had  some  etiologic  relation  to  the  hem- 
orrhage. 

Endometrium, — One  patient  had  a  polypoid  endo- 
metritis with  a  history  of  a  curettement  two  years  pre- 
viously and  removal  of  a  polypus  at  that  time.  The 
endometrium  in  the  other  ten  showed  varying  degrees 
of  thickening,  depending  on  the  relation  to  the  menstrual 
period,  but  nothing  that  was  characteristic  of  hemorrhage 
could  be  found. 

Muscle. — There  was  in  all  the  cases  some  increase  in 
connective  tissue.  In  some  the  fibrous  tissue  predom- 
inated, in  others  the  elastic.  The  development  of  elastic 
tissue  between  the  muscle  bundles  did  not  seem  to  bear 
any  relation  to  the  severity  of  hemorrhage  either  for  or 
against  it,  e.  g,,  in  Case  1  with  a  moderate  development 
of  elastic  tissue  there  was  very  severe  hemorrhage,  and  in 
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Case  2  with  equally  severe  bleeding  there  was  a  very 
marked  increase  of  elastic  tissue.  The  same  can  be  said 
of  the  fibrons  tissne.  No  difference  could  be  detected 
by  the  pathologic  examination  between  the  cases  with 
hemorrhage  and  those  having  no  such  history. 

Blood-Vessels. — The  arteries  all  show  some  increase  of 
elastic  tissue,  particularly  around  the  vessel.  This,  I 
take  it,  is  the  subinvolution  to  which  Goodall  called 
attention. 

But  I  could  not  trace  any  connection  between  the 
amoimt  of  elastic  tissue  and  the  severity  of  the  hemor- 
rhage, or  its  presence  or  absence. 

There  is  one  class  of  cases  to  which  little  attention  has 
been  given.  That  is  those  which  show  a  marked  dila- 
tation or  varicose  condition  of  the  veins  of  the  uterine 
wall. 

The  only  case  I  have  been  able  to  find  in  which  there 
has  been  a  hemorrhage  from  a  rupture  of  such  a  vein  is 
the  one  reported  by  Dr.  Simpson,  in  1905.*  But  I  have 
records  of  four  others  in  which  there  was  a  very  decided 
dilatation  of  the  veins,  particularly  of  the  comu  of  the 
uterus  and  a  varicose  condition  of  the  veins  of  the  broad 
ligament. 

In  all  but  the  first  of  these  cases  the  diagnosis  was 
made  before  operation  by  Dr.  Simpson.  In  all  the  uterus 
was  very  soft  and  there  were  varicose  veins  of  the  vagina 
or  labia;  so  that  it  would  seem  possible  to  make  at  least 
a  tentative  diagnosis  before  operation  where  the  patient 
gives  a  history  of  menorrhagia  or  metrorrhagia,  where 
a  very  soft  uterus  is  found  on  examination  and  the  curet 
shows  carcinoma  not  present.  Such  patients  are  likely 
to  have  varicose  veins  in  other  parts  of  the  genital  tract. 

Microscopic  examination  in  these  eleven  cases  failed 
to  show  anything  present  in  the  cases  of  hemorrhage 
that  was  absent  in  the  ones  without  such  a  history,  or 
the  converse;  so  that  I  must  agree  with  Pankow,  who 

9.  Simpson:     Am.  Jour.  Obst,  Ui,  No.  R. 
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concludes  that  it  is  impossible  to  tell  from  the  history 
what  the  microscopic  picture  will  be,  and  also  that  it  is 
impossible  from  the  miscroscopic  examination  to  con' 
struct  a  clinical  picture. 

It  has  long  been  known  that  proper  uterine  contrac- 
tion is  the  chief  factor  in  the  control  of  normal  uterine 
bleeding. 

Attention  was  directed  to  this  again  by  Findley,^**  and 
recently  by  Norris  and  Barnard."  These  writers  called 
attention  to  the  fact  that  the  menstruating  uterus  is 
larger  and  has  a  larger  cavity  than  the  non-menstruat- 
ing one.  Bell  and  Hicks^*  have  shown  a  regularly  recur- 
ring contraction  in  the  menstruating  uterus  of  rabbits 
which  were  absent  at  other  times.  This  leads  us  to 
believe  that  during  the  interval  between  menstrual  peri- 
ods the  uterine  muscle  is  in  a  state  of  tonic  contraction 
and  that  there  is  during  the  menstrual  period  a  relaxa- 
tion and  consequent  hemorrhage.  The  relaxation  and 
coincident  hemorrhage  that  occurs  at  times  during  a 
curettement  is  a  common  experience,  and  the  necessity 
of  securing  proper  uterine  contraction  post-partum  is 
well  known.  The  influence  of  ergot  in  the  control  of 
hemorrhage  is  equally  well  known. 

With  our  present  pathologic  methods  it  is  impossible 
to  estimate  the  fimctional  power  of  muscle  tissue,  so 
that  it  is  not  possible  to  demonstrate  loss  of  functional 
power  of  the  uterine  muscle. 

But  it  is  now  known  that  the  increase  of  elastic  and 
fibrous  tissue  in  the  multiparous  uterus,  although  very 
common,  is  pathologic  and  due  to  some  disturbance  dur- 
ing the  puerperium.  It  would  seem  reasonable  to  infer 
that  there  has  been  some  loss  in  strength  in  the  muscle, 
either  from  the  same  condition  which  caused  the  in- 
crease in  connective  tissue,  or  as  a  result  of  its  presence. 

10.  Findley,  Palmer:     Am.  Jour.  Obst.,  Hi.  71. 

11.  Norris  and  Barnard:    Am.  Jonr.  Obst.,  Izi,  758. 

12.  Bell  and  Hicks :     Brit.  Med.  Jour.,  1909,  i,  517. 
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This  would  seem  to  me  to  furnish  the  predisposing 
cause  for  hemorrhage. 

From  the  fact  that  this  disturbance  must  have  been 
active  and  produced  its  effect  during  the  last  puerperium, 
which  in  many  cases  was  a  number  of  years  before  the 
onset  of  the  hemorrhage,  we  must  look  to  something 
other  than  these  puerperal  changes  for  the  immediate 
cause  of  the  bleeding. 

I  would  suggest  that  the  increase  in  size  and  number 
of  the  vessels  seen  has  some  and  possibly  a  very  decided 
influence. 

Whether  this  i?  an  actual  increase  in  vessels  or  merely 
a  dilatation  of  those  already  present  we  do  not  know. 
The  latter  is  more  probable. 

As  I  have  stated,  lacerations  and  displacements  with- 
out excessive  bleeding  are  so  common  that  they  do  not 
seem  to  be  an  adequate  cause  of  hemorrhage.  One  of 
my  cases  had  a  prolapse  fourteen  years  before  the  begin- 
ning of  her  menorrhagia,  and  this  was  the  only  one  of 
a  moderately  large  series  of  prolapse  cases  in  which 
bleeding  of  any  moment  occurred. 

Four  of  my  eleven  patients  had  probably  had  chronic 
nephritis  as  shown  by  the  urinary  findings.  Two  pa- 
tients had  had  recent  operations  for  repair  of  lacera- 
tion, and  bleeding  became  so  severe  while  they  were  in 
bed  that  hysterectomy  was  necessitated.  Another  one 
had  had  a  recent  abortion  and  mild  infection  with  a 
consequent  local  congestion.  The  other  five  gave  no 
history  of  anything  that  would  seem  to  be  an  adequate 
exciting  cause  except  that  they  were  all  in  the  neighbor- 
hood of  40  years  of  age,  when  it  is  common  to  find  gen- 
eral arteriosclerosis  and  a  general  rise  of  blood-pressure. 
This  would  seem  to  be  worth  investigating  carefully. 

Although  I  admit  that  my  cases  are  too  few  to  permit 
definite  conclusions  to  be  drawn,  yet  I  would  suggest 
as  immediate  causes  for  hemorrhage,  (1)  the  increase 
in  size  and  number  of  the  blood-vessels,  (2)  a  general 
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Fig.    1. — Normal    vessels    from    girl    aged    18.      Never    pregnant, 
uterus  removed  on  account  of  double  pyosalpinx. 


Fig.  2. — Case  8 — Moderate  hemorrhage.    Moderate  arteriosclerosis. 
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Fig.    3. — Case    5 — Quite    severe    hemorrhage.      Marked    arterio- 
sclerosis. 


Fig.    4. — Case    9 — Very    severe    hemorrhage.      Moderate    arterio- 
sclerosis. 
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Fig.  5. — Case  3 — Moderate  hemorrhage.     Marked  arteriosclerosis. 


Fig.  6. — No  hemorrhage.  Very  marked  arteriosclerosis  about 
vessels.  Patient  aged  50 ;  6  children.  Uterus  removed  on  account 
of  chronic  metritis  and  cervicitis.     Menopause  1  j^ear  before. 
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F'ig.  7. — No  hemorrhage.  Quite  mnrked  arteriosclerosis.  Excess 
of  elastic  tissue  in  vessel  walls.  Patient  aged  41.  Menstruation 
normal.     Prolapse  of  uterus. 
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increase  of  blood-pressure  from  kidney  disease  or  gen- 
eral arteriosclerosis,  (3)  local  acute  congestions,  (4)  and 
anjrthing  that  causes  a  general  or  local  loss  of  muscular 
tone. 

Treatment. — One  cannot  pass  these  cases  without  men- 
tioning the  necessity  of  excluding  carcinoma.  This  can 
usually  be  done  only  by  the  examination  of  curettings 
and  in  some  a  section  from  the  cervix.  Even  a  history 
of  hemorrhage  for  a  number  of  years  previous  is  not 
sufficient,  as  carcinoma  may  be  a  later  development. 
This  was  the  case  in  No.  3  of  my  series.  There  was  a 
history  of  menorrhagia  for  four  years,  with  the  onset  of 
metrorrhagia  fifteen  months  before.  At  the  time  of 
operation  a  border-line  case  of  carcinoma  of  the  cervix 
was  found. 

The  majority  of  the  cases  come  finally  to  hysterectomy 
and  we  would  agree  with  Gardner  and  GoodalP*  that 
we  should  be  even  more  radical  in  advising  this  course 
than  we  have  been  in  the  past. 

CONCLUSIONS 

1.  Proper  uterine  contraction  is  essential  to  the  con- 
trol of  uterine  bleeding. 

2.  There  is  no  definite  pathologic  condition  present  in 
these  cases  that  iF.  not  foimd  in  others  not  giving  any 
history  of  hemorrhage,  with  the  probable  exception  of 
the  increase  in  number  and  size  of  vessels. 

3.  Some  loss  of  functional  power  of  the  uterine  mus- 
cle is  the  predisposing  cause  of  bleeding  in  cases  of 
arteriosclerosis. 

4.  This  loss  of  functional  power  is  due  either  to  the 
development  of  fibrous  and  elastic  tissue  from  subinvo- 
lution, or  to  the  condition  which  caused  this  subinvo- 
lution. 

6.  The  exciting  causes  are  probably  many.  I  would 
suggest  the  increase  in  size  and  number  of  vessels,  gen- 

13.  Gardner  and  Ooodall :     Brit  Med.  Jour.,  1906,  ii,  1176. 
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eral  increase  in  blood-pressure  from  kidney  disease  or 
general  arteriosclerosis,  passive  congestion  from  heart 
disease,  local  congestions,  or  general  muscular  weakness. 

I  want  to  take  this  opportunity  to  express  my  indebtedness 
to  Dr.  Simpson  for  the  privilege  of  studying  these  cases  from 
his  clinic,  and  to  Dr.  Proescher  for  his  help  with  the  pathologic 
work. 

REPORT  OP  CASES 

Case  1. — Mrs.  B.,  aged  29,  admitted  June  3,  1907;  married, 
two  children,  two  abortions;  last  seven  weeks  ago;  recent 
menstrual  history,  profuse  and  irregular;  almost  constant  and 
profuse  bleeding  since  last  abortion;  dilatation  and  curettage 
on  admission;  bleeding  not  controlled;  very  severe  hemorrhage 
two  weeks  later. 

Operation, — June  21,  1907,  a  erupravaginal  hysterectomy  and 
bilateral  salpingo-odphorectomy  were  performed. 

Chro88  Pathology. — ^Uterus  about  three  times  normal  size, 
very  soft  and  flabby;  palpable  arteriosclerosis  of  uterine 
arteries;  endometrium  not  thickened;  tubes  closed,  ovaries 
slightly  cystic. 

Microscopic  Examination, — ^Endometrium  normal;  moderate, 
diffuse  increase  of  fibrous  tissue  throughout  the  muscle;  mod- 
erate increase  of  elastic  tissue  around  vessels  and  in  the 
subperitoneal  layer. 

Case  2. — ^Mrs.  F.,  aged  40,  was  admitted  Sept.  7,  1907. 
Puberty  occurred  at  15;  menstruation  was  regular,  lasting 
from  three  to  six  days;  married  at  19;  seven  children,  young- 
est 5  years  old;  no  abortions.  For  the  last  two  years  patient 
had  been  menstruating  irregularly  at  eleven  to  twenty-four- 
day  intervals,  period  lasting  from  three  to  six  days  and  being 
very  profuse,  leaving  her  weak  after  each  period;  no  interval 
bleeding. 

Operation. — Sept.  9,  1907,  dilatation  and  curettage  perineor- 
rhaphy, supravaginal  hysterectomy  and  left  salpingo-oophorec- 
tomy  were  done. 

Oro88  Pathology. — Endometrium  appeared  normal,  and  re- 
ported not  malignant  from  frozen  section;  uterus  size  of  five 
weeks'  gestation;  palpable  arteriosclerosis  of  uterine  arteries; 
in  fundus  and  particularly  in  both  comua  are  large  veins  2  to  4 
mm.  in  diameter;  tubes  normal;  both  ovaries  slightly  cystic. 

Microscopic  Examination. — ^Marked  increase  of  fibrous  tis- 
sue and  of  elastic  tissue  about  vessels,  most  pronounced  in 
vascular  layer. 
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Case  3. — Mrs.  O.,  aged  42;  puberty  at  16;  menstruation  was 
regular  each  twenty-eight  days,  lasting  from  four  to  5  days; 
amount  moderate.  Married  at  24;  three  children;  last  twelve 
years  ago;  no  abortions;  repair  of  laceration  one  year  ago; 
moderate  menorrhagia  the  past  year. 

Operation. — ^May  4,  1908,  combined  vaginal  and  abdominal 
hysterectomy,  bilateral,  salpingo-o5phorectomy  and  appen- 
dectomy. 

Oro88  Pathology. — Uterus  slightly  enlarged ;  palpable  arterio- 
sclerosis; tubes  normal;  ovaries  cystic. 

Microscopic  Examination. — ^Very  marked,  diffuse  increase  of 
fibrous  tissxie;  marked  increase  in  elastic  tissue  about  the 
vessels. 

Case  4. — ^Mrs.  W.,  aged  48,  admitted  May  11,  1908;  puberty 
at  12;  menstruation  regular  each  twenty-eight  to  thirty  days, 
lasting  from  three  to  seven  days;  irregular  past  two  years; 
moderate  menorrhagia.  Married  at  29;  one  child  16  years  old; 
no  abortions. 

Operation, — ^May  13,  1908,  combined  vaginal  and  abdominal 
hysterectomy  and  right  salpingo-o^phorectomy. 

Oro88  Pathology. — ^Uterus  enlarged,  twice  normal  size;  pal- 
pable arteriosclerosis;  right  tube  normal;  right  ovary  cystic. 

Microscopic  Examination, — ^Diffuse  increase  of  fibrous  tissue 
through  all  layers,  more  marked  in  vascular  and  submucous 
layers;  marked  increase  of  elastic  tissue  about  the  vessels  and 
vascular  layers. 

Case  6. — ^Mrs.  E.,  aged  47,  admitted  Jan.  11,  1909;  puberty 
at  14;  menstruation  irregular.  Married  at  26;  four  children, 
youngest  14;  no  abortions;  menstruation  irregular  for  eleven 
years ;  for  past  two  years  menorrhagia  and  metrorrhagia  quite 
severe. 

Operation. — Jan.  15,  1909,  supravaginal  hysterectomy. 

CHross  Pathology. — ^Uterus  normal  size;  palpable  arterio- 
sclerosis; tubes  normal;  left  ovary  slightly  cystic  (not  re- 
moved). 

Microscopic  Examination.  —  Endometrium  not  thickened; 
chronic  interstitial  endometritis;  marked  increase  of  fibrous 
tissue  through  all  layers;  marked  increase  of  elastic  tissue 
around  vessels  and  submucous  and  vascular  layers. 

Case  6. — Mrs.  T.,  aged  42,  admitted  Jan.  24,  1909;  puberty 
at  12;  menstruation  irregular;  each  four  to  seven  weeks;  last- 
ing from  seven  to  ten  days;  one  child;  menorrhagia  past  six 
years.    Two  years  ago  dilatation  and  curettement  for  cervical 
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polyp  and  perineorrhaphy  were  done.  Menorrhagia  has  con- 
tinued. 

Operation. — Jan.  27,  1909,  combined  vaginal  and  abdominal 
hysterectomy,  bilateral  salpingo-odphorectomy  and  appendec- 
tomy were  performed. 

Oraaa  Pathology, — Polypoid  endometritis;  varicose  veins  of 
both  comiia  of  uterusr,  diameter  2  to  4  mm.;  tubeb  adherent, 
closed;  ovaries  cystic. 

Microscopic  Emamination, — ^Marked  increase  of  fibrous  tissue 
and  vascular  layer,  chronic  interstitial  endometritis;  not  glan- 
dular, but  hypertrophic.  Slight  increase  in  submucous  layer; 
slight  increase  of  elastic  tissue  about  the  submucous  layer,  no 
increase  in  vascular  layer;  slight  diffuse  increase  in  subserous 
layer. 

Case  7.— Mrs.  W.,  aged  43,  admitted  Feb.  4,  1909;  puberty 
at  18;  menstruation  regular  every  twenty-eight  days,  of  five- 
days'  duration;  moderately  profuse.  Married  at  21;  seven 
children;  last,  eight  years  ago;  one  abortion  ten  years  ago. 
First  noticed  prolapse  of  uterus  seventeen  years  ago;  for  past 
two  and  one-half  years  menstruation  irregular;  every  two  to 
five  weeks,  lasting  five  days;  profuse  monorrhagia. 

Operation. — Feb.  6,  1909,  vaginal  hysterectomy  and  perineor- 
rhaphy. 

Gross  Pathology. — ^Hypertrophy  of  the  cervix;  uterus  normal 
size;  palpable  arteriosclerosis. 

Microscopic  Examination. — Endometrium  thickened;  inter- 
stitial endometritib';  no  increase  of  glandular  tissue;  marked 
increase  of  fibrous  tissue  throughout,  and  of  elastic  tissue 
about  all  vessels. 

Case  8. — Mrs.  A.,  aged  44;  puberty  at  12;  menstruation 
regular  every  twenty-eight  days,  three  to  four  days'  duration. 
Married  at  22;  four  children  last  nine  years;  all  died  in 
infancy;  four  mi&xsarriages ;  last  five  years  ago;  for  past  six 
months  moderate  menorrhagia  and  metrorrhagia. 

Operation. — Sept.  14,  1906,  perineorrhaphy,  supravaginal 
hysterectomy  and  appendectomy. 

Ch-oss  Pathology. — Endometrium  about  normal;  uterus  two 
and  one-half  times  normal  size;  palpable  arteriosclerosis;  vari- 
cose veins  in  both  cornua ;  tubes  and  ovaries  normal. 

Microscopic  Examination. — ^Marked  diffuse  increase  in  fibrous 
tissue  in  submucous  and  vascular  layers;  slight  increase  in 
elastic  tissue  in  vascular  laver. 
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Case  9. — ^Mrs.  P.,  aged  31;  puberty  at  17;  menstruation 
regular,  lasting  from  six  to  seven  days.  Married  at  20;  three 
children;  last,  two  years  old;  one  miscarriage,  four  weeks 
ago;  for  past  year  patient  has  had  a  profuse  menorrhagia, 
lasting  two  or  three  wedcs;  very  severe  bleeding  for  nine 
weeks,  about  six  months  ago;  stopped  for  a  vhort  time,  but 
has  bled  almost  constantly  and  in  variable  quantity  since. 

Operation. — Feb.  1,  1910,  supravaginal  hysterectomy  and 
appendectomy. 

Ch-oas  Pathology. — Endometrium  normal;  uterus  normal 
size;  palpable  arteriosclerosis;  varicose  veins  of  both  comua, 
3  to  6  mm.  diameter;  tubes  and  ovaries  normal. 

Microacopio  Ewamination. — ^Endometrium  normal;  marked 
increase  of  fibrous  tissue  in  all  layers;  moderate  increase  of 
elastic  tissue  about  the  vessels'  and  vascular  layer. 

Case  10. — ^Mrs.  G.,  aged  50,  admitted  Jan.  26,  1910;  puberty 
at  15-16;  menstruation  regular,  of  from  three  to  four  days' 
duration.  Married  at  18;  eleven  children,  youngest  12;  one 
miscarriage,  fourteen  years  ago ;  four  years  ago  patient  noticed 
menstruation  became  more  profuse  and  irregular,  at  two  or 
three  weeks'  intervals;  duration,  one  week;  fifteen  months-  ago 
she  noticed  slight  metrorrhagia;  severe  hemorrhage,  Nov.,  1908, 
lasting  ten  days;  almost  constant  bleeding  since. 

Operation, — Jan.  27,  1910,  combined  abdominal  and  vaginal 
hysterectomy  and  bilateral  salpingo-o(5phorectomy. 

Oro88  Pathology. — Carcinoma  of  cervix  with  involvement  of 
the  right  broad  ligament;  uterus  enlarged  twice  normal  size; 
palpable  arteriosclerosis;  tubes  normal;  ovaries  slightly  cystic. 

Mioroacopio  Ewamination. — Squamous  carcinoma  of  the  cer- 
vix; endometrium  normal;  marked  diffuse  increase  of  fibrous 
tissue;  marked  increase  of  elastic  tissue,  particularly  about 
the  vessels. 

This  illustrates  the  necessity  of  investigating  these  cases 
carefully,  as  undoubtedly  the  bleeding  of  the  arteriosclerosis 
had  antedated  for  some  time  the  development  of  the  car- 
cinoma. 

Case  11.— Mrs.  E.,  admitted  March  3,  1910;  puberty  at  12; 
menstruation  r^fular,  lasting  from  three  to  five  days.  Married 
at  23;  seven  children,  youngest  three  years  old;  two  miscar- 
riages, last  eight  months  ago;  menorrhagia  began  two  years 
ago;  dilatation  and  curettement  eleven  months  ago;  bleeding 
controlled  for  three  months;  since  last  abortion  there  has  been 
profuse  menorrhagia  and  metrorrhagia,  almost  constantly. 
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Operation, — ^March  6,  1910,  supravaginal  hysterectomy  and 
perineorrhaphy. 

Chro88  Pathology. — ^Uterus  slightly  enlarged;  endometrium 
normal;  palpable  arteriosclerods;  large  vein,  6  mm.  diameter, 
in  left  comu;  tubes  normal;  ovaries  normal. 

Microscopic  Examination. — ^Mucosa  thickened ;  slight  increase 
in  glandular  tissue;  marked  diffuse  increase  of  fibrous  tissue; 
marked  increase  of  elastic  tissue  around  the  vessels. 

ABSTRACT   OF   DISCUSSION 

Db.  Emil  Novak,  Baltimore:  It  seems  to  me  that  the 
special  importance  of  the  study  of  arteriosclerosis  of  the  blood- 
vessels of  the  uterus  lies  in  the  possible  relation  which  it 
bears  to  uterine  bleeding.  That,  I  think,  has  been  well  em- 
phasized by  Dr.  Chalfont.  I  agree  that  in  certain  cases  uterine 
bleeding  may  be  due  to  such  conditions.  Furthermore,  we  also 
recognize  the  fact  that  uterine  bleeding  is  influenced  to  a  con- 
siderable degree  by  the  condition  of  the  muscular  tissue  of  the 
uterus.  This  seems  to  be  pretty  well  demonstrated  by  the 
manner  in  which  post-partum  hemorrhage  may  be  controlled 
by  producing  strong  uterine  contractions.  It  is  not  difficult 
to  believe  that  the  fibrous  tissue  of  the  uterus  may  also  have 
some  influence  on  uterine  bleeding,  as  urged  by  Theilhaber. 
The  point  to  be  emphasized  is  that  in  a  considerable  number 
of  cases — how  large  no  one  knows — uterine  bleeding  is  present 
in  the  absence  of  any  demonstrable  pathologic  lesion.  It  is 
unjustifiable  to  strain  the  imagination  into  believing  that  a 
slight  increase  in  fibrous  tissue,  or  perhaps  a  slight  thickening 
of  the  arteries,  is  the  cause  of  the  bleeding,  when  these  con- 
ditions, as  a  matter  of  fact,  may  represent  normal  variations. 
It  seems  to  me  that  in  a  considerable  number  of  cases  of 
uterine  bleeding  we  must  invoke,  not  alone  anatomic  explana- 
tions, but  also  physiologic  causes.  Morris  has  referred  to  the 
present  as  the  physiologic  era  in  surgery.  We  may  say  also 
that  this  is  the  physiologic  era  in  gynecology.  In  the  explana- 
tion of  uterine  bleeding,  we  must  bear  in  mind  the  normal 
physiology  of  menstruation.  This  concerns  not  only  the 
myometrium,  the  endometrium  and  blood  vessels,  but  also  some 
underlying  cause  which  most  of  us  believe  to  be  an  internal 
secretion  of  the  ovary.  The  importance  of  the  internal  secre- 
tions of  the  body  has  been  greatly  emphasized  within  recent 
years,  but  not  siifficient  stress  has  been  laid  on  their  relation 
to  the  physiology  of  the  female  genital  organs.  That  there  is 
such  a  relation  permits  of  no  doubt.  I  would  like,  if  time  per- 
mitted, to  speak  of  the  influence  in  this  connection  of  the 
pituitary  bodies,  as  has  been  shown  experimentally  by  Dr. 
Cushing  and  others,  and  also  to  emphasize  the  importance  of 
the  thyroid  hormone  or  hormones  in  connection  with  men- 
strual physiology  and  pathology. 
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In  many  cases  of  arteriosclerosis  there  is  no  uterine  bleed- 
ing, and  in  many  cases  of  uterine  bleeding  in  which  arterio- 
sclerosis is  given  as  a  cause,  such  a  condition  does  not  exist. 
In  many  cases  the  so-called  arteriosclerosis  is  really  a  normal 
prociess.  This  has  been  very  well  shown  by  Dr.  Qoodall  and 
others,  in  the  fact  that  we  find  thickening  of  the  arteries  in 
the  uteri  of  women  who  have  borne  children.  I  would  like, 
in  short,  to  re-emphasize  the  point  that  in  many  of  these  cases 
of  uterine  bleeding  there  is  no  local  anatomic  cause  what- 
soever to  which  we  can  assign  this  symptom. 

Db.  Collin  Foulkbod,  Philadelphia:  The  discus-sion  of 
arteriosclerosis,  coming  after  the  discussion  of  endometritis, 
makes  a  very  pertinent  point  come  up:  Is  not  the  bleeding 
coming  from  the  same  cause  coming  from  two  different  points 
in  the  uterus?  In  the  first  place  the  arteriosclerotic  bleeding 
is  due,  no  doubt,  to  some  cause  within  the  patient's  body. 
Contrary  to  Dr.  Novak,  if  it  is  not  due  to  the  intima,  there 
must  be  some  cause  which  acts  on  the  intima  of  the  vessels  and 
causes  a  condition,  which  is  either  anemia  of  the  structures, 
which  will  not  permit  strong  contraction  of  the  blood  vessels, 
or  some  other  condition  which  precludes  the  possibility  of 
contraction  of  the  blood  vessels.  The  result  is  the  same.  The 
few  cases  that  have  been  classified  have  been  those  which  we 
have  not  attributed  to  the  arteriosclerosis  or  the  general  con- 
dition. There  are  few  cases  in  which  you  do  not  find  some 
demonstrable  lesion  either  in  the  system  or  in  the  uterus 
itself. 
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THE    ETIOLOGY    OP    ECLAMPSIA 


EDWARD  p.  DAVIS,  M.D. 

AND 

C50LLIN  FOULKROD,  MJ). 

PHn.APICT.PHIA 


ECLAMPSIA   A   DISTINCT   DISEASE 

The  most  recent  conception  of  eclampsia  is  that  it  is 
the  culmination  of  toxemia  of  varied  origin.  Its  crises 
are  manifested  by  convulsions;  explosions  of  pain,  cere- 
bral or  substernal;  gastric  and  intestinal  irritation; 
blood  or  blood-vessel  dyscrasia,  producing  pernicious 
anemia  and  hemorrhages,  retinal,  of  mucous  membranes, 
retroplacental,  cerebral  or  general ;  or  as  an  acute  degen- 
erative process  of  the  liver  or  other  organs.  We  wish  to 
develop  this  idea  to  prove  that  eclampsia  is  a  distinct 
disease,  with  a  definite  pathologic  picture,  that  at  times 
convulsions  prove  the  constant  feature,  but  not  invari- 
ably so. 

We  may  have  eclampsia  with  a  typical  picture  without 
convulsions.  In  such  cases  the  eclamptic  seizure  is 
manifested  (1)  by  a  headache  of  agonizing,  blinding 
type,  in  which  the  patient  may  become  unconscious  from 
the  pain;  or  (2)  perhaps  as  a  burning  substernal  pain, 
which  is,  in  our  experience,  an  almost  constant  feature 
of  the  preeclamptic  stage,  and  may  also  accompany  the 
convulsive  type;  (3)  as  a  form  of  blood  disintegration 
in  which  the  poison  may  produce  an  anemia,  as  marked 
as  pernicious  anemia,  and  giving  the  same  blood  picture 
and  physical  signs,  perhaps  somewhat  more  rapid  in  its 
course;   (4)  as  an  irritant  poison  to  the  blood-vessels. 
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as  well  as  to  the  blood,  a  condition  in  which  the  blood 
contains  various  unformed  principles  or  such  an  excess 
of  normal  principles  as  to  produce  irritation  and  even 
disease  and  disintegration  of  blood-vessel  walls,  which 
conditions  result  in  sharp  hemorrhage  from  any  of  the 
mucous  membranes,  from  the  placental  site  either  before 
or  especially  after  delivery,  and  into  the  retina  or  brain 
substances;  and  (5)  as  a  type  of  acute  degeneration  of 
liver  substance,  simulating  acute  yellow  atrophy;  under 
such  conditions  other  organs  may  also  share  in  the 
degenerative  process,  but  not  so  markedly  as  the  liver. 
We  then  believe  that  any  one  of  the  foregoing  condi- 
tions may  exist  as  a  type  of  eclamptic  seizure,  that  such 
patients  may  have  associated  with  these  other  types  the 
convtdsive  effort  also,  but  that  a  certain  percentage  of 
them  may  become  imconscious  and  die  from  these 
causes  without  at  any  time  having  convulsions,  and 
would  then  have  died  of  eclampsia. 

THE   TOXEMIA   OF   PREGNANCY 

Any  inquiry  into  the  etiology  of  eclampsia  includes  a 
study  of  the  toxemia  of  pregnancy,  particularly  that  devel- 
oping after  the  twelfth  to  sixteenth  week  of  gestation. 
As  a  constant  factor  in  all  forms  of  eclampsia  is  found 
some  form  of  toxemia  of  longer  or  shorter  duration. 
This  must  be  thoroughly  understood  in  order  to  grasp 
the  cause  of  the  disease. 

We  have  been  called  to  see  a  private  patient  whom  we 
had  not  known  to  be  either  pregnant  or  ill  and  found 
her  in  the  last  efforts  of  a  severe  and  overwhelming  con- 
vulsion from  which  she  died  in  less  than  twenty  min- 
utes. This  patient  had  been  talking  cheerfully  to  her 
mother  within  the  hour,  had  walked  up  stairs  to  her 
room  and  on  hearing  her  fall  the  family  sent  for  a  phy- 
sician. On  inquiry  we  found  that  she  was  about  four 
and  a  half  months  pregnant,  that  she  was  excessively 
constipated  and  had  had  a  severe  headache  the  evening 
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previously.  This  was  a  toxemia  of  severe  grade  and  of 
short  duration,  but  nevertheless,  a  toxemia. 

Toxemia  as  an  intermediary  step  between  tlie  ultimate 
cause  and  the  critical  manifestation,  is  the  result  of 
some  acute  or  chronic  disturbance  of  a  vital  organ,  either 
excretory  or  secretory.  Such  disturbance  may  be  purely 
functional  or  may  be  constant,  the  latter  as  the  result 
of  permanent  pathologic  changes.  Toxemia  may  be 
classified  from  the  organ  showing  the  greatest  amount 
of  disturbance  as  gastro-intestinal,  hepatic,  nephritic, 
thyroid  or  parath}Toid,  placental  and  fetal. 

Whether  this  disturbance  is  due  to  the  fact  that  some 
perverted  metabolism  in  that  particular  organ  is  a  pri- 
mary cause  for  the  toxemia  remains  to  be  proven.  The 
study  of  the  pathology  and  the  chemistry  of  the  path- 
ology of  these  organs  and  their  secretions  or  excretions, 
however,  must  give  us  further  light  on  the  ultimate 
cause.  In  succession  studies  were  made  of  the  sulphates, 
creatinin,  the  chlorids,  lactic  acid,  acetone  bodies,  indi- 
can,  urea  and  of  the  nitrogenous  principles,  in  order 
to  discover  a  chemical  cause  or  defect  in  metabolism 
evidenced  by  some  chemical  changes  in  excretions,  our 
inability  to  study  thoroughly  all  of  the  excretions  being 
the  handicap  in  this  direction.  With  the  exception  of 
urea  and  the  protein  principles,  these  studies  and 
theories  have  thrown  little,  if  any,  light  on  the  etiology. 

The  work  of  Zweifel,^  Ewing  and  Wolf,'^  Williams 
and  others  has,  however,  in  the  past  few  years  fixed 
firmly  some  facts  in  regard  to  the  nitrogenous  excretion 
in  the  urine  of  utmost  value  in  the  study  of  eclampsia. 

By  tracing  the  nitrogen  in  the  urine  back  to  its  source 
it  was  found  that  the  normal  excretion  in  health  accord- 
ing to  Folin,  is  as  follows : 

1.  Zwelfel:  Arch.  f.  Gynftc,  1904,  IxxU,  1905,  Ixxvi;  Zentralbl. 
f.  Gynftk..  1909.  No.  26. 

2.  Ewing  and  Wolf:  Jonr.  Med.  Sc,  May,  1906;  Am.  Jonr. 
Obst.,  March,  1907. 
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Total   N   in   24   hours 15.8  gm. 

Urea     N  87.7  per  cent. 

Ammonia    N  3.3  per  cent. 

Creatinin    N  2.7  per  cent. 

Uric  Acid  N    0.7  per  cent. 

Purin   Bodies    N  0.7  per  cent. 

Undetermined    N  5.6  per  cent. 

It  was  found  that  in  eclamptic  patients  the  urea  nitro- 
gen is  persistently  lowered  sometimes  even  to  below  50 
per  cent,  of  the  total,  while  usually  the  ammonia  nitro- 
gen is  above  normal,  although  it  may  be  below.  But  as 
a  constant  factor  the  undetermined  nitrogen  is  high, 
taking  up  much  of  the  lowered  urea  content. 

From  these  variations  we  deduce  the  fact  that  some- 
where in  the  organism  there  is  a  deficient  changing  of 
ammonia  and  amino-acids  into  urea.  This  has  been 
called  "deficient  desamidation'^  by  Ewing,  who  asserts 
that  the  process  is  more  than  an  oxidation.  This  work 
is  in  a  great  measure  performed  by  the  liver,  and  there- 
fore we  are  not  surprised  to  find  the  liver  most  severely 
involved.  We  should  be  misled  however,  if  we  consid- 
ered any  condition  of  the  liver  as  a  primar)-  cause,  for 
the  process  of  "desamidation"  is  complex,  so  complex 
that  no  one  organ  can  be  responsible. 

Though  we  are  forced  to  admit  that  these  studies  give 
no  definite  light  as  to  the  etiology  of  eclampsia,  yet  they 
have  proved  of  value  in  treatment  and  in  prognosis.  We 
have  found  that  in  those  cases  in  which  the  nitrogen 
ratio  was  disturbed  the  greater  liver  involvement 
occurred,  producing  the  most  severe  eclampsia  and 
usually  at  some  time,  unless  corrected,  ending  in  con- 
vulsions. 

Studies  have  also  been  pursued  along  the  line  of  thy- 
roid secretion.  We  know  that  normally  during  preg- 
nancy the  thyroid  is  enlarged,  and  its  function  evidently 
increased,  and  from  purely  theoretical  standpoint  we 
were  led  to  suppose  that  in  this  internal  secretion  was 
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found  something  to  help  the  blood  and  body  organism 
combat  syncytial  invasion.  In  a  certain  type  of  cases 
manifested  by  a  high  grade  of  toxemia  we  find  hemor- 
rhages from  the  mucous  membrane  of  the  bowel,  stomach 
and  mouth  and  an  anemia  showing  marked  blood  disinte- 
gration and  leading  finally  to  eclampsia  and  perhaps 
death  of  the  fetus.  We  have  found  that  the  careful 
administration  of  thyroid  extract  in  small  doses  through- 
out the  pregnancy  has  in  future  pregnancies  after  sev- 
eral disasters  produced  healthy  children  and  that  the 
mothers  are  even  able  to  nurse  the  babies.  In  this  type 
of  cases  also,  the  nitrogen  partition  is  markedly  altered, 
the  alteration  pursuing  the  same  general  type  of  eclamp- 
tic urine. 

In  past  years  the  kidneys  were  blamed  for  much  of 
this  trouble.  We  now  know  that  the  cases  are  few  in 
which  the  breakdown  of  the  kidney  in  any  way  acts  as  a 
primary  factor.  The  kidneys  are  secondarily  involved 
in  nearly  all  of  the  cases,  but  they  may  not  be  so  even 
in  the  course  of  the  most  severe  eclampsia.  When  the 
kidneys  are  the  primary  cause,  we  usually  find  wide- 
spread arterial  changes  and  albumin  and  casts  in  the 
urine.  There  may  or  may  not  be  a  change  in  the  nitro- 
gen ratio.  And  we  believe  that  such  a  change  of  unde- 
termined nitrogen  is,  under  these  circumstances  evi- 
dence of  the  present  status  of  liver  involvement  over 
and  above  the  kidney  disease.  The  crisis  of  this  type 
may  assume  the  form  of  general  severe  hemorrhages. 

There  then  remains  the  placenta  and  fetus  to  which 
we  can  ascribe  a  primary  cause.  Eclampsia  occurs  only 
in  pregnancy  and  is  a  disease  developing  invariably  after 
the  time  of  placental  formation.  So  we  find  in  the  past 
few  years  that  the  papers  written  on  placental  or  syncy- 
tial cause  of  eclampsia  are  legion.  Prom  an  exhaustive 
study  of  these  theories  we  believe  that  no  one  has  been 
proved,  the  most  plausible  being  that  based  on  the  work 
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of  Bergell  and  Liepmann*  (1905)  and  Savare*  (1907)  on 
the  ferments,  and  the  papers  of  Dryfuss/  Mathes,*  etc., 
on  autolysis.    The  normal  placenta  is  rich  in  ferments. 

1.  Those  acting  on  carbohydrates. 

2.  Glycolytic  ferments   (a  question). 

3.  Proteolytic  ferments. 

4.  Blood-coagulating  ferments    (Savare). 

Any  perversion  of  these  useful  ferments  produces 
widespread  disaster,  namely,  multiple  hemorrhage  and 
changes  in  the  entire  placental  functions  causing,  by 
the  retention  in  the  mother's  body  of  unchanged  prin- 
ciples, an  excess  in  her  blood  of  principles  normally 
changed  into  innocuous  food  for  the  fetus,  and  even 
autolysis  of  the  placenta  itself.  When  we  ask,  however, 
what  causes  the  perversion  of  these  normal  ferments,  we 
find  no  answer. 

Let  us  quote  from  Holland's'  summary  of  these  theo- 
ries: 

From  the  foregoing  account,  it  is  obvious  that,  during  the 
past  six  years,  a  number  of  valuable  facts  as  to  the  etiology 
of  eclampsia  have  been  discovered.  It  is  equally  obvious  that 
a  number  of  worthless  theories  have  been  propounded,  many 
of  which  have  been  disproved,  but  which,  nevertheless,  have 
served  the  good  purpose  of  paving  the  way  for  better  work. 
As  far  as  it  is  possible  to  draw  conclusions,  the  following  are 
suggested : 

1.  There  is  no  special  eclamptic  toxin. 

2.  Chemical  discoveries  have  shown  that  eclampsia  is  an 
auto-intoxication,  in  which  a  profound  disturbance  of  protein 
metabolism  plays  a  chief  part,  the  nature  of  which  now  rests 
on  a  firm  basis. 

3.  The  chief  toxic  substances  are  the  products  of  the  disin- 
tegration of  protein. 

3.  Bergell  and  Liepmann :  Miinchen.  med.  Wchnsch.,  1905,  No. 
46. 

4.  Savare :  Zar  Kenntnls  der  Fermente  der  Placenta,  Beltr.  z. 
cbem.  Physiol,  u.  Path.  (Hofmeister),  Ix,  141. 

6.  Dryfuss :  Chemische  Untersnchnngen  fiber  die  Aetiologie  der 
Eklampsle,  Biocbem.  Ztscbr.,  1908,  vil. 

6.  Matbes:  Ueber  Antolyse  der  Placenta,  ZentralbL  f.  Oyn&k., 
1901,  No.  51. 

7.  Joar.  Obst.  and  Gynec.  Brit  Emp.,  December,  1909,  p.  398. 
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4.  In  eclampsia,  intracellular  ferments,  especially  proteo- 
lytic, are  raised  in  activity  throughout  the  body,  causing  auto- 
lysis of  cells  and  production  of  the  above  toxic  substances. 

5.  The  primary  cause  of  eclampsia  is  to  be  sought  in  the 
placenta. 

6.  As  regards  the  connection  of  the  placenta  with  eclampsia : 

I.  The  "specific  placental  theory"  of  Veit*  must  be  consid- 
ered dead;  the  various  specific  placental  reactions  (syncytio- 
lysis,  precipitins,  etc.),  whether  produced  naturally  or  experi- 
mentally in  animals,  do  not  exist. 

II.  Placental  extracts  possess  no  special  toxicity  for  ani- 
mals, beyond  causing  coagulation  of  the  blood  and  death  from 
extensive  thrombosis. 

III.  The  eclamptic  placenta  has  no  special  toxicity. 

IV.  The  intracellular  ferments  of  the  placenta  are  increased 
in  activity  in  eclampsia.  In  the  light  of  present  knowledge, 
the  most  probable  theory  of  the  cause  of  eclampsia  is  an 
intoxication  of  the  body  by  the  passage  of  ferments  and  auto- 
lytic  products  from  the  placenta  into  the  circulation,  the 
principal  effect  of  which  is  increased  coagulability  of  the 
blood  and  the  activation  of  autolytic  ferments  in  other  parts 
of  the  body. 

THE    PATHOLOGY    OF    ECLAMPSIA 

In  the  study  of  the  effects  of  eclamptic  toxins  on  the 
different  organs,  we  find  that  so  definite  are  the  changes 
that  a  dias^nosis  can  now  be  made  post  mortem  with- 
out the  clinical  history.  There  is  usually  edema  and 
hemorrhages  in  the  brain.  The  kidneys  show,  in  over 
95  per  cent,  of  cases,  active  degeneration  of  the  paren- 
chyma, principally  the  epithelium  of  the  convoluted 
tubules.  Even  in  severe  cases,  however,  the  changes 
may  be  slight.  The  heart  shows  cloudy  swelling  and 
fatty  degeneration,  perhaps  hemorrhages  and  necrosis. 
There  may  be  general  thrombosis  and  hemorrhages  into 
other  organs. 

We  are  principally  concerned  with  the  picture  in  the 
liver.    The  best  work  in  this  has  been  reported  by  Kon- 

8.  Teit  and  Scholten:  Syncytiolyse  and  H&molyse.  Ztschr.  f. 
Gebnrtscb.  n.  Gynttc,  xUx;  Znr  pUcentaren  Tfaeorie  der  Eklampsle 
Aetlologie,  Arch.  f.  Oyn&k.,  Izxzvll;  Ueber  die  Aetlologle  der 
Eklampsle,  Ztscbr.  f.  Oynfik.,  1. 
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stantinowitsch,*  who  asserts  that  the  diagnosis  may  be 
made  from  the  liver  alone.  This  is  a  progressive  change 
which  first  manifests  itself  by  a  degeneration  of  liver 
cells  in  the  portal  spaces  at  the  periphery  of  the  lobule, 
by  fibrin  formation  and  by  hemorrhages,  then  by  necro- 
sis and  extension  of  the  process  to  larger  areas  of  liver 
cells  progressively  toward  the  center  of  lobule  from  the 
periphery. 

METHODS  OP  DIAGNOSIS 

We  should  leave  this  review  unfinished  should  we 
omit  the  methods  by  which  we  make  a  diagnosis  of  tox- 
emia and  eclampsia.  Normal  physiologic  pregnancy  is 
not  an  uncomfortable  process.  The  deviations  may 
begin  with  a  slight  lassitude,  even  hebetude,  stupor  and 
coma,  or  again,  with  melancholia,  or  even  mania,  which 
are  all  manifestations  of  toxemia.  Usually  there  are 
progressive  headache,  disturbance  of  the  stomach,  dis- 
turbance of  vision  and  constipation.  The  skin  is  dry 
and  harsh,  the  lips  cracked  the  mucous  membranes  of 
mouth  parched  and  dry  without  temperature.  There 
may  be  swelling  of  the  ankles,  emaciation,  or  perhaps  a 
general  pufiiness  of  the  skin  over  the  entire  body  or  only 
over  the  ankles,  hands  or  face;  there  may  be  epigastric 
or  substernal  pain,  perhaps  an  exaggeration  of  some 
latent  nervous  phenomena,  as  for  example  chorea  or 
insomnia. 

In  preeclamptic  toxemia  and  in  eclampsia  the  blood- 
pressure  is  usually  higher  than  normal  for  that  patient, 
ranging  from  170  to  180  or  even  200  mm.  of  mercury. 
In  the  severer  forms  this  persists,  in  spite  of  treatment, 
and  tends  to  grow  more  marked,  until  convulsions  or 
some  other  crisis  appears.  A  study  of  the  blood-pressure 
record  should  be  part  of  the  routine  investigation  of 
every  pregnant  patient  early  in  the  pregnancy  or  better 
still  when  not  pregnant,  a  record  of  the  patient's  normal 

9.  Konstantiziowitsch :  Beitrfige  znr  KenntnlB  d.  Leberverander- 
angen  bei  Eklampsle.  Beitr.  z.  Path.  Anat.  u.  z.  Allg.  Path.  (Zleg- 
ler),  xl. 


Digitized  by 


Google 


128 

pressure  should  be  secured;  should  the  patient  become 
toxic,  one  of  the  earliest  signs  of  toxicity  is  this 
increased  blood-vessel  tension. 

Since  the  first  point  noticed  about  the  urinary  find- 
ings is  that  there  is  usually  a  markedly  decreased  total 
daily  output,  we  would  urge  you  to  study  this  point 
more  in  all  pregnant  patients.  At  times  the  only  defect 
may  be  the  lowered  total  daily  output  of  an  apparently 
normal  urine.  The  specific  gravity  varies,  in  the  inverse 
ratio  to  the  quantity  excreted.  The  next  point  noted  is 
the  progressive  decrease  in  the  daily  output  of  solids. 
This  may  be  studied  approximately  by  investigating  the 
total  output  of  urea.  We  have  found,  however,  that,  up 
to  the  present  time,  the  most  definite  indication  of  any 
toxemic  disturbance,  earlier  than  can  be  secured  by  any 
other  method,  is  found  in  a  study  of  the  partition  of  the 
different  forms  of  nitrogen  found  in  the  urine.  Earlier 
in  the  paper  we  gave  the  normal  ratio.  The  average 
daily  output  varies  in  pregnancy  from  10  to  20  gm.  per 
day  of  nitrogen  excreted.  It  seems  to  be  not  so  much 
the  lowered  output  of  total  nitrogen  within  a  certain 
range,  as  the  definite  change  in  the  relations  of  the  dif- 
ferent forms.  A  lowering  of  the  urea  nitrogen,  an 
increase  of  undetermined  nitrogen,  and  some  change  in 
the  ammonia  nitrogen  shows  a  beginning  toxemia.  With 
the  tendency  for  these  changes  to  persist  or  grow  worse, 
we  find  evidence  of  oncoming  eclampsia.  Albumin  is 
present  in  the  advanced  stages  of  the  disease.  It  is 
entirely  misleading,  however,  to  base  the  diagnosis  en- 
tirely on  albumin,  since  very  often  it  is  not  ptesent 
in  severe  grades  of  toxemia.  The  presence  of  sugar,  of 
acetone  bodies,  of  an  excess  of  indican  or  of  peptone  is 
an  indication  of  faulty  metabolism  requiring  careful 
watching.  The  presence  of  granular  epithelial  or  fatty 
casts  is  positive  evidence  of  kidney  breakdown. 

An  early  examination  of  the  retina  is  of  importance 
in  all  toxemic  cases.     We  recall  several  patients  who 
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came  to  us,  because  some  defect  in  vision  led  to  an  eye- 
ground  examination  and  the  advice  from  the  ophthal- 
mologist to  seek  relief  for  a  kidney  condition.  The  find- 
ings are  those  of  arterial  degeneration  of  the  retinal 
vessels  and  hemorrhages  into  the  substance  of  the  retina. 
A  careful  examination  of  the  blood  of  toxemic  patients 
proves  of  some  value.  In  preeclamptic  toxemia  and  in 
eclampsia  we  find  a  reduction  of  the  hemaglobin  and 
red  cells  with  a  moderate  leukocytosis,  the  latter,  on 
making  a  differential  count,  showing  little  variation 
from  the  normal. 

SUMMARY 

Those  ideas  which  will  prove  of  value  from  this  study 
are  as  follows: 

1.  Eclampsia  is  a  distinct  disease  with  varied  mani- 
festations and  a  definite  pathologic  picture. 

2.  There  is  some  relation  between  the  fact  that  an 
altered  nitrogen  ratio  is  found  in  the  excretions  and  the 
fact  that  the  liver  is  the  organ  most  seriously  involved. 

3.  A  study  of  this  progressive  nitrogen  disturbance 
may  prove  a  guide  as  to  the  point  beyond  which  the  liver 
involvement  cannot  go  and  allow  regeneration  and 
recovery. 

4.  While  no  placental  theory  has  yet  been  proved,  the 
most  plausible  theory  is  that  some  ferment  from  the 
placenta  may  prove  responsible  as  a  primary  cause  for 
the  condition  because  of  deficient  or  deranged  action. 

5.  Any  preexisting  permanent  pathologic  condition 
may  prove  an  exciting  cause  and  still  perhaps  act  by  dis- 
turbing placental  function. 

6.  Eclampsia  should  be  a  rare  condition  in  the  hands 
of  a  skilful,  thorough  investigator. 

250  South  Twenty-first  Street — *022  Chestnut  Street. 
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THE   TEEATMENT   OF   ECLAMPSIA 

INCLUDING  A  COMPARISON  OF  THE  DANGERS  OP  OHLORO- 
PORM   AND  ETHER   IN  THIS  CONDITION 


EDWIN    B.    CRAGIN,    M.D. 

AND 

EDWARD    T.    HULL,    M.D. 

NEW  YORK 


In  all  branches  of  medicine  to-day  the  prophylactic 
treatment,  or  preventive  medicine,  receives  foremost  con- 
sideration. Hence  it  is  that  in  the  treatment  of  eclamp- 
sia the  toxemia  of  pregnancy,  which  threatens  and  may, 
or  may  not,  eventuate  in  an  eclamptic  seizure,  demands 
our  chief  attention.  Whatever  the  exact  etiology  may 
prove  eventually  to  be,  it  is  generally  agreed  that  the 
symptoms  and  pathologic  changes  of  the  toxemia  of 
pregnancy  and  the  putrperium  are  caused  by  some  toxin 
or  toxins  circulating  through  the  system,  and  that  with 
this  there  is  associated  some  fault  in  the  elimination  of 
the  products  of  metabolism. 

Accepting  this  as  a  working  basis  of  etiology,  the 
obstetrician  may  well  be  guided  in  the  treatment  of 
toxemia  threatening  eclampsia  by  the  following  five 
principles : 

1.  The  products  of  metabolism  requiring  elimination 
should  be  reduced. 

2.  Elimination  of  metabolic  products  should  be  favored. 

3.  High   blood-pressure   should   be  reduced. 

4.  If  the  toxemia  of  the  patient,  as  shown  by  the  urine, 
blood-pressure  and  general  condition,  does  not  markedly 
improve  under  the  preceding  principles  of  treatment,  or 
if  an  eclamptic  seizure  occurs,  the  uterus  should  be 
emptied. 
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5.  In  all  methods  of  treatment  that  should  be  avoided 
which  will  either  reduce  the  resistance  of  the  patient,  or 
seriously  damage  any  of  her  organs. 

Let  us  now  consider  these  principles  more  in  detail. 

1.  In  reducing  the  products  of  metabolism  requiring 
elimination  the  obstetrician  is  brought  face  to  face  with 
the  problem  of  diet  for  the  toxemic  patient.  As  proteid 
metabolism  is  that  most  often  at  fault,  it  is  generally 
agreed  that  red  meats  should  be  avoided  in  all  forms  of 
toxemia  of  pregnancy  and  the  puerperium.  Although 
in  mild  degrees  of  toxemia,  chicken  and  fish  may  be 
allowed,  in  severe  forms  of  the  condition  an  exclusive 
milk  diet  with  large  draughts  of  water  is  the  diet  of 
choice,  to  which  are  added  chicken  broth,  fruits  and 
green  vegetables,  as  the  toxemia  diminishes.  As  a 
prophylactic  measure  it  is  our  custom,  during  the  last 
month  of  a  normal  pregnancy,  to  allow  the  ingestion  of 
red  meat  only  two  or  three  times  a  week. 

2.  In  favoring  the  elimination  of  products  of  metabo- 
lism, the  three  avenues,  the  skin,  the  urinary  tract  and 
the  intestinal  tract,  should  receive  careful  attention. 
Thus  elimination  through  the  skin  by  sweating,  induced 
either  by  the  hot-air  bath  or  the  hot  wet  pack,  is  a  most 
useful  measure  in  the  treatment  of  toxemia.  Elimina- 
tion through  the  urinaiy  tract,  favored  by  the  ingestion 
of  large  amounts  of  water,  and  elimination  through  the 
intestinal  tract,  favored  by  calomel  and  saline  or  other 
laxatives,  and  especially  by  colon  irrigations  with  saline 
solution,  are  methods  which  at  the  present  time  are  con- 
sidered routine  procedures  in  the  treatment  of  this  con- 
dition. 

3.  In  the  reduction  of  blood-pressure,  while  venesec- 
tion is  the  choice  of  many  obstetricians,  and  was  f  ormeriy 
quite  extensively  employed  by  one  of  us,  its  use  has  now 
been  superseded  at  the  Sloane  Maternity  by  veratrum 
viride,  nitroglycerin  and  chloral,  and  with  better  results. 

Our  method  of  using  these  drugs  in  toxemia  threat- 
ening eclampsia  is  as  follows:  Chloral  (30  grains)  is 
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administered  per  rectum  as  an  initial  dose  and  then 
repeated  in  doses  of  from  20  to  30  grains  from  every 
four  hours  to  every  six  hours,  according  to  the  restless- 
ness of  the  patient.  Nitroglycerin  gr.  1/50-gr.  1/100 
from  every  two  hours  to  every  four  hours  is  given  hypo- 
dermatically.  If  under  the  use  of  the  larger  doses  of 
these  drugs  the  tension  still  remains  high  we  depend  on 
the  use  of  veratrum  viride  rather  than  venesection. 

The  preparation  used  has  been  Squibb's  fluidextract 
of  veratrum  and  the  dose  employed  has  scarcely  ever 
exceeded  5  minims.  Our  rule  is  to  give  5  minims  hypo- 
dermatically  and  watch  the  effect.  As  the  frequency  is 
usually  reduced  with  the  tension,  it  is  our  custom  to  be 
largely  guided  in  repetition  of  the  dose  and  in  the  size 
of  the  dose,  by  the  frequency  of  the  pulse,  although  the 
reduction  in  the  tension  is  the  object  desired. 

If  at  the  expiration  of  from  one  to  two  hours  the  pulse 
has  not  been  reduced  in  frequency  to  100  or  below  and 
the  tension  correspondingly  reduced,  a  second  hypoder- 
matic injection  of  veratrum  1  to  3  minims  is  given. 
The  tension  of  the  pulse  is  then  controlled,  if  not  kept 
low  by  the  continued  use  of  the  nitroglycerin,  by  repeated 
doses  of  veratrum  1  to  3  minims  every  four  hours. 

4.  To  repeat  the  fourth  principle  stated  earlier  in 
the  paper,  if  the  toxemia  of  the  patient^  as  shown  by 
the  urine,  blood-pressure  and  general  condition,  does  not 
markedly  improve  under  the  preceding  principles  of 
treatment,  or  if  an  eclamptic  seizure  occurs,  the  uterus 
should  be  emptied.  At  the  Sloane  Maternity  Hospital 
some  years  ago  a  series  of  patients  was  treated  on  the 
palliative  plan,  favoring  elimination  without  emptying 
the  uterus,  but  the  mortality  was  so  much  greater  than 
when  the  fetus  and  its  toxins  were  eliminated  from  the 
uterus  and  the  system,  that  for  the  past  ten  years  the 
rule  has  been,  given  an  eclamptic  seizure,  or  a  toxemia 
so  severe  as  to  strongly  threaten  eclampsia  in  spite  of 
treatment,  to  proceed  to  empty  the  uterus. 
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Fig.    2. — KIdnoy    of   eclamptic   patient   whoso   liver    is   sIiowd    in 
Figure   1. 
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Fig.  3. — Liver  of  another  eclamptic  patient. 


FIp.    4. — Kidney    of   eclamptic   patient   whose   liver    is   shown    In 
Figure   3. 
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In  carrying  out  this  rule  the  fifth  principle  of  treat- 
ment deserves  marked  emphasis  and  will  be  restated 
here.  In  all  methods  of  treatment,  that  should  he 
avoided  which  will  either  reduce  the  resistance  of  the 
patient  or  seriously  damage  any  of  her  organs. 

This  principle  has  an  important  bearing  on  the  method 
of  emptying  the  uterus.  Having  decided  that  the  fetus 
should  be  removed  from  the  uterus^  the  next  questions 
are,  How?  and  When?  If  the  cervix  is  soft  and  dilata- 
ble and  the  patient  has  had  one  or  more  convulsions, 
our  own  preference  is  manual  dilatation  and  delivery 
usually  by  version. 

If  on  the  other  hand  the  cervix  is  long  and  rigid  we 
believe  that  the  patient  is  better  oflf,  even  if  delivered 
several  hours  later,  to  have  her  cervix  softened  and 
dilated  by  the  preliminary  use  of  the  elastic  bag,  or 
bags,  rather  than  to  be  delivered  by  an  immediate  ac- 
couchement forc6,  which  leaves  her  in  marked  shock 
and  with  cervix  deeply  lacerated,  perhaps  to  the  vaginal 
junction.  Our  observation  leads  us  to  believe  that  pro- 
nounced shock  and  deep  lacerations  lessen  both  the 
resistance  of  the  patient  and  her  chances  of  recovery. 
In  the  cases  of  long  rigid  cervix,  which  do  not  readily 
dilate  under  the  use  of  the  elastic  bag,  the  so-called 
vaginal  Cesarean  section  has  a  distinct  and  valuable 
field  of  usefulness.  In  a  restricted  class  of  these  cases 
future  experience  may  prove  the  abdominal  Cesarean 
section  to  be  the  operation  of  choice. 

SELECTION  OP  AN  ANESTHETIC 

In  the  treatment  of  eclampsia  one  of  the  most  im- 
portant questions  is.  What  anesthetic  shall  be  used  and 
how  shall  it  be  employed  ?  For  many  years  at  the  Sloane 
Maternity  Hospital,  New  York,  it  was  our  custom  to 
administer  chloroform  to  every  patient  suffering  from 
eclampsia  and  to  administer  it  to  the  patient  each  time 
she  had  a  convulsion.  This  meant  that  often  a  physi- 
cian or  a  nurse  was  detailed  to  sit  beside  a  patient  during 
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a  whole  day,  or  a  whole  night,  with  a  chloroform  bottle 
and  mask  in  hand  and  with  instructions  to  administer 
chloroform  at  the  first  indication  of  a  convulsion.  This 
was  done  with  the  idea  that  the  convulsions  were  in 
themselves  an  element  of  grave  danger  to  the  patient 
and  should  be  controlled  if  possible.  As  we  look  back 
on  the  treatment  now  we  appreciate  that  many  patients 
were  kept  more  or  less  under  the  influence  of  chloroform 
for  many  hours  at  a  time. 

Furthermore,  if  the  uterus  required  to  be  emptied  for 
the  toxemia  of  pregnancy,  shown  in  the  early  months 
by  pernicious  vomiting,  or  in  the  later  months  by 
eclampsia,  chlorofrom  was  the  anesthetic  usually  em- 
ployed. 

In  the  light  of  our  present  knowledge  concerning  the 
effect  of  chloroform,  the  question  arises:  Does  its  use 
in  puerperal  toxemia  and  eclampsia  conform  to  our 
fifth  principle  of  treatment  recommended  above,  viz.  : 
^^armful  remedies  should  be  avoided"?  We  believe 
that  the  question  should  be  answered  in  the  negative; 
and  we  propose  to  show  that  chloroform  is  dangerous  in 
puerperal  toxemia  and  eclampsia ;  that  ether  is  safer  and 
is  to  be  recommended  when  anesthesia  is  required  in  this 
condition.  Recent  studies  of  the  pathologic  changes  pro- 
duced by  eclampsia,  delayed  chloroform  poisoning  and 
chloroform  anesthesia  have  shown  a  striking  similarity 
in  the  findings  in  all  three  conditions. 

The  pathologic  picture  in  each  is  that  of  congestion, 
hemorrhage,  degeneration  and  necrosis.  Our  knowledge 
of  the  pathology  of  eclampsia  is  of  comparatively  recent 
date,  but  thanks  to  the  work  of  Jurgens,  Schmorl,  Will- 
iams, Ewing,  Welch  and  others  the  lesions  are  now 
well  recognized  and  generally  accepted. 

The  changes  are  mainly  those  of  congestion,  hemor- 
rhage, parenchymatous  degeneration  and  necrosis.  The 
liver  and  kidneys  are  the  organs  chiefly  involved.  The 
lesions  vary  with  the  clinical  type ;  Thus,  in  those  cases 
characterized  by  vomiting,  jaundice,  a  tendency  to  hem- 
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orrhage,  with  little  edema  and  slight  albuminuria,  the 
liver  is  the  organ  most  involved,  as  seen  in  Figures  1 
and  2,  which  represent  respectively  the  liver  and  kidney 
of  the  same  patient.  Here  the  liver  is  markedly  involved 
and  the  kidney  but  little  involved. 

On  the  other  hand  in  the  cases  characterized  by  head- 
ache, high  tension  pulse,  marked  disturbance  of  the 
nervous  system,  marked  albuminuria  and  edema,  the 
kidney  changes  are  more  marked  as  is  seen  in  Figures 
3  and  4,  which  represent  the  liver  and  kidney  respect- 
ively of  another  patient.  Here  the  liver  changes  are 
slight  and  the  kidney  changes  very  pronounced. 

Although  many  border-line  cases  present  themselves, 
still  the  two  distinct  types  are  easily  recognized  in  every 
large  maternity  service.  The  lesions  in  the  liver  vary 
from  granular  and  fatty  degeneration,  with  congestion, 
to  necrosis  with  almost  complete  dissolution  of  the  liver 
parenchyma.  This  necrosis  begins  at  the  center  of  the 
lobule  and  extends  towards  the  periphery,  leaving  only 
a  mass  of  granular  detritus  surrounding  the  central 
vein,  the  nuclei  and  cell  contents  disappearing  with  only 
a  reticular  network  in  the  place  of  the  liver  cells.  Throm- 
boses with  hemorrhage  occur  throughout  the  lobule  more 
often  at  the  periphery  (Figure  5).  The  organ  may  be 
swollen  or  diminished  in  size,  according  to  the  change 
in  the  parenchyma.  It  usually  shows  a  yellowish  color 
and  may  have  hemorrhages  under  the  capsule. 

The  kidneys  are  swollen,  the  cortex  thickened,  pale  and 
congested,  the  markings  less  distinct,  and  the  capsule 
not  adherent.  Microscopically  the  cells  of  the  cortical 
tubules  are  swollen,  in  many  places  disintegrating.  The 
vessels  are  injected  and  the  tubules  contain  much  gran- 
ular material.  Other  changes  described  are  moderate 
fatty  degeneration  of  the  heart ;  edema,  congestion,  and 
hemorrhages  in  the  brain.  The  body  often  shows  edema, 
subcutaneous  hemorrhages  and  jaundice.  The  above 
are  the  pathologic  changes  found  in  the  severe  grades  of 
toxemia  of  pregnancy  and  eclampsia. 
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Now  what  are  the  pathologic  changes  produced  by 
chloroform,  which  until  recently  has  been  largely  used 
in  the  toxemic  condition  ? 

Delayed  chloroform  poisoning  as  such  has  been  fre- 
quently recognized  and  carefully  studied  both  clinically 
and  pathologically  for  the  last  twenty  years.  Many 
writers  have  reported  series  of  fatal  cases,  all  showing 
symptoms  and  lesions  which  are  now  recognized  as 
typical  of  the  condition.  A  number  of  these  deaths 
occurred  after  only  twenty  or  thirty  minutes  of  anes- 
thesia, untoward  Sjrmptoms  developing  a  few  hours  to 
a  few  days  after  the  administration.  The  symptoms 
include  progressive  weakness,  pallor  or  cyanosis,  restless- 
ness, vomiting,  delirium,  convulsions,  stupor,  coma  and 
death.  The  organs  principally  aflfected  are  the  liver  and 
kidneys.  The  former  is  yellow  and  fatty,  with  hemor- 
rhages often  under  the  capsule  and  throughout  its  sub- 
stance. The  typical  picture  is  that  of  a  central  necrosis 
(Figure  6).  The  cells  about  the  central  vein  disappear, 
leaving  only  a  mass  of  granular  material  which  shows 
neither  nuclei  nor  cell  outline.  Nearer  the  periphery  of 
the  lobule  is  a  zone  of  swollen  cells,  which  have  under- 
gone hyaline  and  fatty  degeneration.  A  few  normal 
liver  cells  may  remain  at  the  periphery.  The  kidneys 
are  swollen,  markedly  congested,  with  occasional  hem- 
orrhages under  the  capsule,  about  the  tubules,  and  in 
the  pelvis.  The  cortex  is  thickened,  the  markings  indis- 
tinct. Micrscopically  the  cells  of  the  tubules  are  greatly 
swollen,  granular,  and  loaded  with  fat.  The  lumen  is 
filled  with  granular  material,  fat  globules  and  coagu- 
lated serum.  The  heart  muscle  often  shows  some  fatty 
degeneration.  The  changes  are  generally  considered  to 
be  more  profound  in  the  liver,  though  some  observers 
have  found  the  kidney  degeneration  even  more  marked. 

The  reports  of  these  cases  of  delayed  chloroform 
poisoning  with  their  pathologic  findings  led  naturally 
to  a  study  of  the  lesions  produced  by  chloroform  anes- 
thesia.   Many  animals  were  used  in  these  experiments, 
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Fig.   5. — Liver   of  eclampsia,   with   hemorrbagpe. 


Fig.  0. — Liver.     Delayed  chloroform  poisoning  In  man. 
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Fig.    7. — Liver   of  dog.     One  hour  chloroform   anesthesia. 


Fig.   8. — Liver  of  dog.      Delayed   poisoDlng  after  eight  and  one- 
half  hours*  chloroform  anesthesia. 
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Fig.  0. — Kidney  of  dog.     Delayed  poisoning,  after  seven  and  one- 
half  hours  chloroform  anesthesia. 


Fig.  10. — Liver  of  dog.     Four  and  one-half  hours  ether  anesthe- 
sia. 
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Fig.   11. — Kidney  of  dog.  Five  hours  ether  anesthesia. 
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most  often  dogs,  rabbits  and  guinea-pigs.  These  stud- 
ies were  exhaustive  and  include  the  work  of  Lengemann, 
Osterhag,  Stiles  and  McDonald,  Stassman  and  others, 
together  with  the  more  recent  work  of  Howland  and 
Whipple.  The  most  striking  result  of  these  studies  was 
the  extent  of  the  degeneration  and  necrosis  found  in  the 
liver  and  kidney  after  chloroform  anesthesia  of  a  short 
duration. 

It  has  been  found  that  characteristic  lesions  are  regu- 
larly produced,  varying  in  degree  with  the  duration  and 
depth  of  anesthesia  and  also  with  idiosjmcrasy.  Thus 
after  thirty  minutes  to  one  hour  anesthesia  with  chloro- 
form, the  centers  of  tlie  lobules  of  the  liver  show  conges- 
tion with  granular  and  fatty  degeneration,  the  inner- 
most cells  being  necrotic,  their  nuclei  not  taking  the 
stain  and  the  protoplasm  being  deeply  stained  pink 
with  eosin  (Figure  7) .  With  more  prolonged  action  the 
changes  approach  those  found  in  delayed  chloroform 
poisoning  in  man.  The  liver  appears  yellow  and  fatty 
with  scattered  hemorrhages.  The  cells  about  the  centers 
of  the  lobules  are  entirely  necrotic,  a  granular  mass 
remaining.  Outside  of  this  is  an  area  of  cells  which 
have  undergone  hyaline  and  fatty  degeneration,  with 
normal  cells  at  the  periphery.  In  some  cases  the  liver 
cells  have  almost  entirely  disappeared  with  only  a  few 
scattered  living  cells  in  the  portal  spaces  (Figure  8). 
In  the  kidney,  chloroform  anesthesia  causes  a  marked 
congestion  with  a  cloudy  swelling  and  occasionally  hem- 
orrhages into  the  parenchyma.  The  cells  of  the  tubules 
are  swollen  and  granular,  occluding  most  of  the  lumen ; 
in  other  places  they  have  disappeared  entirely.  Fatty 
degeneration  is  present  and  in  many  cases  pronounced 
(Figure  9).  The  heart  muscle  may  be  pale  and  show 
fat  droplets  in  its  fibers.  Hemorrhages  occur  throughout 
the  body,  particularly  in  the  serous  membranes,  and  in 
the  intestinal  and  stomach  mucosa. 

Howland  and  others  were  able  almost  at  will,  by  con- 
tinuing the  anesthesia  to  produce  delayed  chloroform 
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poisoning  in  dogs,  with  symptoms  and  lesions  corre- 
sponding in  detail  with  those  of  delayed  chloroform 
poisoning  in  man.  Thus  we  find  in  these  three  condi- 
tions, eclampsia,  delayed  chloroform  poisoning  in  man 
and  chloroform  anesthesia  in  animals,  many  similarities. 
Pathologically  there  is  central  necrosis,  parenchymatous 
and  fatty  degeneration  in  the  liver;  congestion,  paren- 
chymatous and  fatty  degeneration  in  the  tubules  of  the 
kidney  and  a  tendency  to  hemorrhages  throughout  the 
body.  Clinically  in  delayed  chloroform  poisoning  and 
in  eclampsia  there  are  vomiting,  jaundice,  delirium,  con- 
vulsions and  coma.  With  these  facts  before  us,  showing 
that  chloroform  acts  as  a  poison  to  the  liver  and  kidney, 
it  certainly  seems  that  its  use  in  toxemia  of  pregnancy 
and  eclampsia  would  still  further  impair  these  organs 
already  damaged. 

In  turning  to  ether  as  a  substitute,  the  question  natur- 
ally arises.  Does  ether  produce  lesions  in  the  liver  and 
kidney  similar  to  chloroform?  Some  work  has  already 
been  done  along  this  line,  notably  by  Bandler,  Lengeman 
and  Leppmann,  and  it  was  partly  to  confirm  scattered 
observatons  on  this  subject  that  a  further  study  of  ether 
anesthesia  was  undertaken. 

In  our  experiments  six  mongrel  dogs  of  medium  size 
were  given  ether  by  inhalation  from  an  open  cone.  They 
were  killed  with  ether  forty-eight  hours  after  the  last 
anesthesia  and  autopsied  at  once. 

Tissues  were  fixed  with  Muller's  fluid  and  10  per  cent, 
liquor  formaldehydi  equal  parts,  and  stained  with  hema- 
toxylin and  eosin.  Fat  was  stained  with  Altman's  fluid, 
Scharlach  E.  as  control.  Sufficient  ether  was  given  to 
produce  complete  muscular  relaxation  with  loss  of  cor- 
neal reflex. 

Dog  1.    Given  ether  for  3  successive  hours. 

Dogs  2  and  3.  Given  ether  2  hours  each  on  2  successive 
days. 

Dog  4.     Given  ether  for  2^4  hours  on  2  successive  days. 

Dog  6.    Given  ether  for  3  hours  on  2  successive  days. 

Dog  6.     Given  ether  for  2Vi  hours  on  3  successive  days. 
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With  Dogs  3,  4  and  6  a  section  of  liver  and  kidney 
was  taken  at  the  beginning  of  the  first  anesthesia  for 
control.  The  dogs  all  took  the  anesthesia  well  and  ap- 
peared bright  and  active  throughout  the  experiments 
with  the  exception  of  Dog  3.  This  dog  required  arti- 
ficial respiration  twice,  had  a  slight  cough  on  the  first 
day,  which  became  more  marked  on  the  following  days. 
It  showed  no  pneumonia  on  autopsy. 

In  none  of  these  animals  could  any  necrosis  in  any  of 
the  parenchyma  be  found.  In  the  lungs  occasional  email 
areas  of  a  deeper  red  than  the  surrounding  substance, 
containing  an  increase  in  amount  of  blood  on  section, 
showed  congestion.  The  heart  muscle  in  each  dog  was 
found  to  be  of  normal  color,  striations  distinct,  no  appar- 
ent increase  in  fat. 

There  were  no  hemorrhages  in  the  mucosa  of  the 
stomach  and  intestines. 

The  livers  were  of  a  good  color  throughout,  the  vessels 
in  a  few  places  standing  out  a  brighter  red  than  the  sur- 
rounding structure.  The  yellow  appearance  was  entirely 
lacking,  the  cells  throughout  preserved  their  outlines 
with  contents  intact  (Fig.  10).  There  was  no  sugges- 
tion of  necrosis  at  any  point.  The  protoplasm  was  some- 
what granular  and  small  droplets  of  fat  were  found  in 
the  cells  about  the  central  veins  and  in  the  portal  spaces. 
This  fat  was  only  slightly  in  excess  of  that  in  the  con- 
trols. 

The  kidneys  were  of  normal  size,  capsule  not  adherent, 
cortex  not  thickened,  markings  distinct.  Microscop- 
ically the  cells  of  the  tubules  were  well  preserved  through- 
out; their  outlines  were  distinct,  the  nuclei  staining 
sharply,  the  protoplasm  granular,  the  tubules  contain- 
ing in  some  places  some  granular  material.  Fat  globides 
were  present  in  a  few  of  the  straight  tubules  and  in  the 
lining  cells.  This  condition  seemed  no  more  than  is 
normally  found  and  no  more  marked  than  in  the  con- 
trols taken.    The  condition  is  well  shown  in  Figure  11. 
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No  pathologic  changes  could  be  found  in  any  of  the 
sections  of  pancreas  and  spleen.  These  facts  seem  to 
demonstrate  that  in  animals^  at  least,  ether  produces 
practically  little  effect  on  the  liver  and  kidney  as  com- 
pared with  the  very  marked  changes  in  these  organs  pro- 
duced by  chloroform,  and,  while  it  may  be  argued  that 
this  comparison  has  been  demonstrated  only  in  animals, 
the  similarity  between  the  lesions  of  delayed  chloroform 
poisoning  in  man  and  chloroform  anesthesia  in  animals 
makes  it  appear  more  than  probable  that  reasoning  as  to 
the  effect  of  ether  on  the  liver  and  kidney  of  man,  from 
the  lesions  produced  by  ether  in  animals,  is  entirely 
justified. 

Impressed  with  the  above  facts,  one  of  us  in  his 
service  at  the  Sloane  Maternity  Hospital  has  abandoned 
entirely  the  use  of  chloroform  during  the  past  year,  in 
all  cases  of  toxemia  of  pregnancy  or  eclampsia,  either  for 
operative  procedure  or  for  the  control  of  convulsions, 
and  has  employed  ether  in  these  conditions  whenever  an 
anesthetic  was  required. 

During  this  period,  aside  from  numerous  cases  of 
toxemia,  there  have  been  20  cases  of  true  eclampsia,  t.  e., 
toxemia  with  convulsions  varying  in  unmber  from  one 
;to  thirty-one.  In  the  treatment  of  these  patients  no 
attempt  has  been  made  to  control  the  convulsions  by 
means  of  the  anesthetic.  This  end  has  been  sought 
through  lowering  the  blood-pressure  and  quieting  the 
nervous  system  by  the  use  of  veratrum,  chloral  and  nitro- 
glycerin. Ether  has  been  used  whenever  an  anesthetic 
has  been  required  during  the  delivery.  Former  experi- 
ences with  attempts  to  control  the  convulsions  by  chloro- 
form proved  that  it  was  practically  impossible.  Becent 
experiences  without  attempts  to  control  the  convulsions 
by  an  anesthetic  have  given  results  which  compare 
favorably  with  those  of  former  methods.  Of  these  twenty 
patients  only  one  died,  and  she  was  practically  mori- 
bund when  brought  to  the  hospital,  with  jaundice,  vomit- 
ing, scanty  and  bloody  urine  and  with  the  liver  necrotic. 
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This  gives  a  mortality  of  5  per  cent.  In  the  last  twenty 
eases  of  eclampsia  in  which  chloroform  was  used  there 
were  five  deaths,  a  mortality  of  25  per  cent. 

In  a  series  of  20,000  deliveries  previous  to  this  last 
year  there  were  251  cases  of  eclampsia,  with  a  mortality 
of  71,  i.  e.,  28  per  cent. 

It  may  be  asked  whether  or  not  the  twenty  patients  in 
the  recent  series  were  as  seriously  ill  as  those  of  the  pre- 
vious series.  Not  only  did  it  seem  to  us  that  they  were 
as  seriously  ill  at  the  beginning  of  treatment,  one  of  the 
nineteen  who  recovered  having  thirty-one  convulsions, 
but  it  also  seemed  that  others  having  toxemia  were  per- 
haps spared  eclamptic  seizures  by  the  avoidance  of  the 
use  of  chloroform  in  this  condition.  It  is  freely  ad- 
mitted that  a  series  of  only  twenty  cases  of  eclampsia 
is  a  small  number  from  which  to  draw  positive  conclu- 
sions, but  the  marked  effect  of  chloroform  on  the  organs 
usually  involved  in  eclampsia  and  the  slight  effect  of 
ether  on  these  organs  makes  the  use  of  chloroform 
in  this  condition  seem  irrational  and  the  use  of  ether 
rational. 

For  the  loan  of  the  specimens  from  which  the  photo- 
graphs of  Figures  7,  8  and  9  were  taken  we  are  indebted 
to  Dr.  John  Howland  of  New  York. 

10  West  Fiftieth  Street. 
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THE    INDICATIONS    FOR    AND    TECHNIC    OF 

VAGINAL  CESAREAN  SECTION 

IN    ECLAMPSIA 


REUBEN  PETERSON,  M.D. 
ProfeBsor  of  Obstetrics  and  Gynecology,  Unlyersity  of  Michigan 

ANX   ARBOB,   MIGH. 


It  was  my  original  intention  to  prepare  for  this  ses- 
sion a  paper  on  the  different  methods  of  rapid  evacua- 
tion of  the  uterus  in  the  various  toxemias  of  pregnancy. 
The  invitation  to  participate  in  this  symposium  on 
eclampsia  has  modified  my  plan  and  I  shall  confine  my 
remarks  to  the  indications  and  technic  of  vaginal  Cesar- 
ean section  in  eclampsia. 

INDICATIONS 

Vaginal  Cesarean  section  or  vaginal  hysterotomy,  the 
incision  of  the  pregnant  uterus  through  the  vagina,  is 
indicated  in  eclampsia  when,  in  the  presence  of  a  rigid 
cervix,  the  uterus  has  to  be  rapidly  emptied.  It  would 
seem  as  if  these  indications  were  simple  enough.  When 
the  cervix  is  easily  dilated  or  when  there  is  no  need  for 
haste,  other  methods  of  emptying  the  uterus  may  be 
employed.  When  a  multipara  is  threatened  with  eclamp- 
sia and  the  condition  of  the  patient  does  not  demand 
haste,  slower  methods  of  emptying  the  uterus,  such  as 
the  balloon,  gauze  packing  or  manual  dilatation,  may 
be  employed.  But  when  the  cervix  is  rigid  and  haste  is 
necessary,  vaginal  Cesarean  section  is  much  quicker  and 
is  the  method  of  choice. 

My  position  in  regard  to  vaginal  Cesarean  section  has 
been  misunderstood,  judging  from  the  protests  which 
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have  been  raised  against  my  contention  that  under  cer- 
tain conditions  the  operation  should  be  performed  by  the 
general  practitioner.  But  carefid  consideration  will 
show,  I  believe,  that  my  position  is  correct.  My  claim 
is  that  in  the  past  the  practitioner  has  been  taught  to 
perform  and  expected  to  do  any  obstetric  procedure 
which  stopped  short  of  using  the  knife.  He  was  taught, 
for  example,  the  indications  and  contraindications  of 
high  forceps,  an  operation  calling  for  far  more  judgment 
and  skill  than  vaginal  Cesarean  section.  He  was  taught 
and  has  practiced  for  years  the  diflBcult  and  slow  manual 
dilatation  of  the  parturient  os,  with  all  its  attendant 
danger  of  laceration  of  the  cervix,  as  well  as  sepsis  from 
the  carrying  upward  of  septic  material  from  below.  Yet 
the  minute  the  practitioner  is  advised  in  the  presence  of 
a  rigid  cervix  which  will  not  yield  to  manual  dilatation, 
when  haste  is  imperative,  to  perform  a  clean  surgical 
operation  requiring  the  use  of  the  knife,  the  wise  ones 
shake  their  heads  and  speculate  as  to  the  harm  that  will 
result  from  such  operations  in  unskilled  hands.  What 
operative  procedure,  may  I  ask,  has  not  resulted  in  harm 
in  certain  hands,  and,  I  may  add,  sometimes  in  sup- 
posedly skilled  hands?  It  is  not  my  purpose  to  advocate 
indiscriminate  operating  by  anybody  and  everybody. 
Undoubtedly  it  would  be  better  if  surgery  of  every 
description  could  be  limited  to  a  select  few  in  each  com- 
munity. Then  the  inexperienced  operator  would  be 
heard  of  no  more.  The  man  who  aspired  to  be  one  of 
those  to  perform  surgery  in  a  certain  district  would  pre- 
pare himself  by  years  of  ho8j)ital  work,  serving  a  long 
apprenticeship  imder  some  older  surgeon.  Then  this 
specialist  would  be  ready  to  respond  to  the  call  of  every 
practitioner  and  perform  all  his  operations  for  him, 
obstetric  as  well  as  others.  No  doubt  this  would  be  an 
ideal  condition  of  affairs,  especially  for  the  surgeon. 
But  it  needs  no  great  argument  to  convince  us  that  in 
this  country,  at  least,  such  an  ideal  situation  will  not 
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materialize  in  our  lifetime.  Even  in  the  cities^  where 
now  it  would  be  possible  for  such  a  condition  of  affairs 
to  exist,  the  practitioner  still  persists  in  performing  his 
obstetric  surgery.  In  fact,  it  is  about  the  only  surgery 
in  this  age  of  specialism  that  has  been  left  to  him,  or 
that  he  contends  should  remain  his. 

I  am  not  referring  to  the  city  practitioner  with  the 
special  obstetric  surgeon  within  easy  call.  I  am  making 
a  plea  for  the  country  practitioner,  who  must  do  the  best 
he  can,  with  the  aid  perhaps  of  a  fellow  practitioner  no 
more  skilled  than  himself.  My  contention  is  that  less 
harm  will  be  done  when  it  becomes  necessary  to  empty 
the  uterus  in  eclampsia  in  the  presence  of  a  rigid  cervix, 
by  a  clean-cut  surgical  procedure  like  vaginal  Cesarean 
section,  than  by  manual  dilatation,  the  operation  usually 
selected  under  these  conditions. 

My  friend.  Dr.  Philander  Harris,  the  originator  of  the 
only  true  scientific  method  of  manual  dilatation,  a  man 
of  great  gynecologic  and  obstetric  experience,  is  able  to 
accomplish  dilatation  in  three-quarters  of  an  hour  even 
in  diflBcult  cases.  Yet  even  he  can  not  be  entirely  satis- 
fied with  the  method,  for  recently  he  has  brought  for- 
ward a  modification  of  Bossies  instrument,  in  which  a 
powerful  mechanical  force  takes  the  place  of  the  fingers. 

It  is  not  a  question  of  an  hour's  time  in  these  diflBcult 
cases  in  which  the  cervix  is  rigid.  The  practitioner  em- 
ploys one  hand  until  it  is  numb  and  useless.  Then  the 
other  is  substituted,  each  hand  being  inserted  into  the 
vagina  and  up  to  the  cervix  many  times  before  dilatation 
is  accomplished.  Such  manipulation  means  sepsis  or  a 
great  chance  of  septic  infection  in  every  such  operation. 
It  is  not  imcommon  for  a  physician  to  relate  the  history 
of  a  difficult  case  of  eclampsia  in  which  it  required 
three  or  more  hours  before  the  cervix  could  be  dilated, 
the  patient  being  under  the  anesthetic  all  this  time.  For 
my  part  I  cannot  see  why  obstetric  surgery  should  not 
be  as  well  done  and  according  to  as  sound  principles  as 
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Fig.  10. — Showing  forceps  introduced  through  incision.  In  most 
cases  version  preferable  to  forceps.  Volsella  forceps  should  be 
removed  from  cervix  l)efore  application  of  forceps  or  version. 
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Fig.  11. — Posterior  incision  closed  by  continuous  ehromlclsed 
catgut  Introduced  from  posterior  surface  down  to  but  not  through 
cervical  mucosa.  Anterior  Incision  being  sutured  and  upper  por- 
tion of  Incision  being  drawn  down  to  facilitate  introduction  of 
suture. 
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other  kmds  of  surgery.  If  practitioners  are  not  familiar 
with  the  technie  of  this  operation  it  is  not  an  impossible 
task  for  them  to  acquire  it. 

THE  TECHNIC 

One  assistant^  besides  the  anesthetizer^  is  all  that  is 
absolutely  necessary,  although  it  is  more  convenient  for 
the  operator  to  have  an  assistant  at  each  leg  of  the 
patient.  If  only  one  assistant  can  be  secured  the 
patient's  legs  can  be  held  in  the  lithotomy  position  by 
an  ordinary  obstetric  leg-holder,  or  a  sheet  passed  imder 
the  popliteal  spaces  and  over  one  shoulder  and  under  the 
other. 

The  vulva  and  vagina  should  be  prepared  as  for  any 
other  obstetric  operation,  and  the  bladder  carefully 
emptied.  With  the  gloved  hand,  held  in  the  shape  of  a 
cone,  the  vaginal  orifice  and  the  vaginal  canal  should 
now  be  completely  dilated,  in  the  same  manner  but  more 
thoroughly  than  is  customary  when  the  hand  is  intro- 
duced for  the  operation  of  manual  dilatation  (Fig.  1). 
It  may  be  necessary  with  very  small  vaginas  to  employ 
the  lateral  incisions  advocated  by  Schuchardt,  but  they 
are  unnecessary  in  the  large  majority  of  cases,  ample 
dilatation  being  secured  through  the  use  of  the  hand — 
dilator  as  described  above.  However,  it  is  essential  that 
ample  dilatation  be  secured,  else  the  on-coming  or  after- 
coming  head  may  either  be  arrested  at  the  outlet  or,  if 
force  be  employed,  tears  of  the  perineum  may  result. 

The  perineum  being  depressed,  the  anterior  lip  of  the 
cervix  is  seized  and  drawn  downward  to  the  vulva.  Usu- 
ally this  is  easily  accomplished,  so  that  the  anterior 
vaginal  wall,  the  field  of  operation,  is  within  easy  reach. 
When,  for  any  reason,  the  cervix  cannot  be  so  drawn 
down,  the  operation  is  contraindicated,  as  it  is  quite 
essential  that  the  anterior  and  posterior  incisions  be 
made  aided  by  sight.  A  transverse  incision  long  enough 
to  take  in  nearly  one-half  the  circumference  of  the  cervix 
is  now  made  through  the  vaginal  mucosa  at  the  vaginal 
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juncture  (Pig.  2),  At  times,  with  a  small  cervix,  it  may 
be  necessary  to  add  a  longitudinal  cut  through  the 
vaginal  mucosa,  thereby  making  an  inverted  T-shaped 
incision  (Fig.  3).  Usually  the  first  incision  is  suflScient 
to  allow  tiie  pushing  upward  of  the  vaginal  and  bladder 
walls  by  a  few  strokes  of  the  sponge  (Fig.  4).  Pressure 
must  be  downward  toward  the  uterus,  at  the  same  time 
upward;  otherwise  the  bladder  may  be  opened.  On 
account  of  the  vascularity  of  the  tissues  due  to  the  preg- 
nant state,  no  diflBculty  is  experienced  in  separating  the 
bladder,  the  tissues  acting  in  a  manner  entirely  diflfer- 
ently  from  their  behavior  in  the  case  of  the  non-pregnant 
uterus.  If  for  any  reason  there  be  difficulty  in  pushing 
up  the  anterior  wall,  instead  of  using  force,  the  tissues 
next  to  the  cervix  should  be  snipped  with  the  scissors. 

A  retractor  is  next  inserted  between  the  uterus  and 
bladder  and  pulled  sharply  upward,  thus  holding  the 
bladder  out  of  harm's  way.  Or  the  bladder  can  be  forced 
upward  against  the  pubes  and  held  there  by  a  small 
sponge.  A  volsella  forceps  is  then  placed  at  either  side  of 
the  external  os  and  the  cervix  and  lower  uterine  segment 
split  upward  in  the  median  line  by  stout  scissors  for 
about  nine  centimeters  (Fig.  5).  Care  should  be  taken 
not  to  distort  the  cervix  so  that  the  incision  can  be  made 
exactly  in  the  median  line,  in  which  case  there  will  be 
little  or  no  hemorrhage.  Also,  if  the  point  of  the  scis- 
sors be  guided  by  the  fingers,  the  cervix  can  be  cut  vnth- 
out  rupturing  the  membranes,  a  desirable  thing,  as  usu- 
ally the  operation  is  completed  by  version  (Pig.  6). 

In  case  the  operation  is  performed  from  the  beginning 
of  the  ninth  month  to  term,  on  account  of  the  relatively 
large  size  of  the  child's  head  it  is  best  to  incise  the  pos- 
terior cervical  lip  as  well.  Otherwise,  while  there  may 
be  room  enough  for  the  passage  of  the  hand  upward 
where  the  anterior  lip  alone  has  been  excised,  there  may 
not  be  room  enough  for  the  passage  of  the  after-coming 
head,  and  a  tear  of  the  uterus  may  result ;  or  there  may 
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be  BO  much  delay  as  to  endanger  the  life  of  the  child. 
A  transverse  incision  about  six  or  seven  centimeters  in 
length  is  made  through  the  mucosa  at  the  posterior 
vaginal  juncture  and  the  rectum  and  peritoneum  pushed 
away  by  a  sponge  (Fig.  7).  The  posterior  lip  is  then 
incised  in  the  median  line  in  the  same  manner  as  was 
the  anterior  lip  and  for  about  the  same  distance. 

The  split  cervix  is  now  exposed,  as  shown  in  Figure  8. 
If  care  has  been  taken  the  unbroken  bag  of  membranes 
will  be  seen  protruding  through  the  opening. 

The  extent  of  the  anterior  and  posterior  incisions  and 
the  space  obtained  for  the  passage  of  the  child  is  illus- 
trated by  Figure  9. 

The  extraction  of  the  child  may  be  by  forceps  (Fig. 
10)  or  by  version.  Usually  the  latter  is  preferable  when 
haste  is  desirable.  However,  the  forceps  should  always 
be  at  hand  in  case  there  be  difficulty  in  extracting  the 
after-coming  head,  delivery  being  easily  accomplished 
by  flexing  the  head  over  the  perineum  by  means  of  the 
forceps.  After  the  incisions  have  been  made,  and  prior 
to  the  extraction  of  the  child,  the  volsella  forceps  should 
be  removed  from  the  cervix,  else  the  hand  or  the  forceps, 
by  pressure  upward,  may  cause  them  to  tear  through  the 
friable  cervical  tissues,  thereby  giving  rise  to  ugly, 
ribbon-like  tears. 

The  placenta  can  be  removed  manually  or  expressed 
by  the  Cred6  method.  Usually  there  is  no  more  bleeding 
than  follows  any  operation  which  rapidly  empties  the 
uterus.  Tamponade  of  the  uterus  is  generally  unneces- 
sary, although  it  is  indicated  if  there  be  postpartum 
hemorrhage. 

The  operation  up  to  this  point  can  be  easily  finished 
within  ten  minutes  by  one  who  has  had  experience  with 
vaginal  work,  although  this  rapidity  cannot  be  expected 
from  inexperienced  hands. 

The  incisions  should  be  sutured  with  catgut,  plain  or 
chromicized,  as  one  may  prefer.    To  save  time,  contin- 
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uous  Butures  should  be  employed^  the  needle  going  down 
to  but  not  through  the  cervical  mucosa  (Fig.  11).  When 
both  anterior  and  posterior  lips  have  been  incised  the 
latter  should  be  sutured  first  (Fig.  11).  Care  should  be 
taken  to  see  that  the  upper  point  of  the  anterior  incision 
is  sutured;  if  necessary  the  uterine  walls  being  pulled 
downward  for  this  purpose  by  tenaculum  forceps  (Fig. 
11)^  thus  securing  accurate  coaptation  of  the  cut  cer- 
vical tissues  (Fig.  12).  Care  should  be  taken  not  to 
suture  too  tightly  the  vaginal  flap  for  fear  of  oozing  and 
a  collection  beneath  the  flap  (Fig.  13).  In  some  cases 
it  may  be  advisable  to  place  a  temporary  gauze  drain  at 
one  corner  of  and  under  the  flap  in  order  to  secure 
drainage. 

The  after-treatment  differs  in  no  respect  from  an 
ordinary  obstetric  operative  case.  Vaginal  douches  are 
not  necessary  imless  suppuration  should  occur.  The 
cervical  wounds  usually  heal  and  give  very  little  trouble. 
A  number  of  normal  labors  after  this  operation  show 
that  the  cicatrices  are  strong  enough  to  stand  subsequent 
labor  without  rupture. 

620  Forest  Avenue. 
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VAGINAL    CESABBAN    SECTION 


HENRY  D.  FRY,  M.D.,  ScJ). 

WASHINGTON,  D.  C. 


The  history  of  vaginal  Cesarean  section  is  recorded 
in  the  last  decade  of  obstetric  literature.  To  Diihresen 
belongs  the  credit  of  having  introduced  the  operation  to 
the  notice  of  the  profession^  while  he  and  his  Oerman 
confreres  have  done  much  to  elucidate  the  indications 
and  technic  of  the  operation.  The  result  secured  by 
them  in  the  treatment  of  eclampsia  by  vaginal  Cesarean 
section  has  reduced  the  maternal  death-rate  to  a  lower 
figure  than  that  obtained  by  any  other  line  of  treatment. 
Fully  nine-tenths  of  the  literature  on  the  subject  is 
published  in  the  German  language.  The  United  States 
comes  second.  A  few  articles  are  foimd  in  the  French, 
Spanish  and  Italian  languages. 

In  1903  J.  M.  M.  Kerr^  published  a  report  of  a  case  of 
vaginal  Cesarean  section.  Impressed  with  the  value  of 
the  operation  in  the  treatment  of  eclampsia,  N.  T. 
Brewis  determined  to  employ  the  method  in  the  next 
suitable  case,  and  three  years  later  reported  to  the  same 
society  six  operations. 

NOT  IN  GENERAL  FAVOR 

Stamm,  of  Fremont,  Ohio,  was  the  first  to  bring  it 
to  the  attention  of  the  profession  in  this  country.  Since 
then  papers  have  been  published  by  sixteen  authors  in 
the  United  States,  who,  with  one  or  two  exceptions,  have 
endorsed  the  operation  and  recognized  its  value.     In 

1.  Kerr,  J.  M.  M. :  Tr.  Edlnb.  Obst.  Soc,  1008. 
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the  discufisions  that  have  occnrred  on  these  various 
papers  in  our  medical  societies  the  general  tone  of 
debate  has  been  against  the  operation.  As  a  rule  one 
will  notice  that  the  objections  are  based  on  theoretical 
grounds  and  the  objectors  have  had  little  or  no  experi- 
ence with  the  operation.  In  spite  of  opposition,  how- 
ever, favorable  reports  continue  to  appear  and  new 
advocates  of  the  operation  recognize  and  advise  its  per- 
formance. Palmer  Findley  prophesies  it  will  remain  in 
general  favor  only  with  a  few  obstetricians  and  that,  in 
the  light  of  reported  cases,  the  scope  of  the  operation 
will  be  limited  and  vaginal  Cesarean  section  will  be 
little  practiced. 

He  compares  vaginal  Cesarean  section  unfavorably 
with  abdominal  Cesarean  section  in  eclampsia,  on  the 
ground  that  the  latter  is  time-saving  and  the  dangers 
less  to  the  infant.  The  saving  of  time  is  questionable. 
It  may  take  two  or  three  minutes  more  to  deliver  the 
infant  by  vaginal  Cesarean  section,  but  the  completion 
of  the  operation  can  usually  be  accomplished  as  soon  as 
or  more  quickly  than  abdominal  Cesarean  section. 
When  the  mother  is  suffering  from  eclampsia  the  infant 
is  already  toxemic  and  generally  is  born  dead,  or  dies 
soon  after  delivery.  The  difference  of  a  few  minutes 
in  favor  of  delivery  by  abdominal  Cesarean  section  will 
change  the  result  for  the  infant  too  little  to  counter- 
balance the  increased  maternal  mortality  of  the  latter 
operation.  The  shock  of  a|)dominal  Cesarean  section 
added  to  the  dangers  of  the  operation  on  toxemic  patients 
will  give  a  higher  maternal  death-rate  than  when  per- 
formed for  other  indications.  Consequently  we  should 
not  consider  the  favorable  maternal  death-rate  of 
abdominal  Cesarean  section  performed  for  different  con- 
ditions as  applicable  to  the  situation  presented  when  the 
mother  is  suffering  from  eclampsia.  Edgar  and  Hirst 
quote  the  statistics  of  Charpentier  for  abdominal  Cesar- 
ean section  performed  for  eclampsia  with  a  maternal 
mortality  of  36.26  per  cent.    Hillman  collected  data  on 
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40  operations  with  a  mortality  of  50  per  cent,  for  the 
mothers  and  45  per  cent,  for  the  infants.  Olshausen 
has  a  mortality  of  33.3  per  cent. 

INDICATIONS   FOR   THE   OPERATION 

The  indications  for  vaginal  Cesarean  section  presup- 
poses a  rigid  os  and  undilatable  cervix,  and  it  is  a  valu- 
able operation  under  the  circumstances  when  the  con- 
ditions point  to  the  rapid  evacuation  of  the  pregnant 
uterus  in  the  later  half  of  gestation.  Exceptionally  it 
may  be  called  for  before  that  period,  but  it  then  is  per- 
formed in  the  interest  of  the  mother  alone.  The  prompt 
termination  of  pregnancy  may  be  required  in  the  inter- 
est of  the  mother,  or  of  the  infant,  or  of  both.  The  life 
of  the  unborn  infant  is  so  dependent  on  the  welfare  of 
the  mother  that  disease  compromising  her  life  is  liable 
to  destroy  the  former.  WTien  toxemia  has  reached  a 
degree  that  endangers  the  mother^s  life  the  same  intoxi- 
cation threatens  to  destroy  the  infant;  when  the  loss  of 
blood  from  accidental  hemorrhage,  or  when  advanced 
organic  disease  of  the  heart,  with  failure  of  compensa- 
tion, threatens  the  life  of  the  mother  primarily  it 
jeopardizes  that  of  the  offspring  secondarily.  Labor 
complicated  by  an  undilatable  condition  of  the  os  and 
cervix,  physiologic  or  pathologic,  endangers  the  infant 
primarily  and  the  mother  secondarily.  Labor  compli- 
cated by  prolapse  of  the  funis  through  a  cervical  canal 
unprepared  for  prompt  dilatation  compromises  the 
safety  of  the  infant  and  not  that  of  the  mother. 

The  indications  under  consideration  for  the  employ- 
ment of  vaginal  Cesarean  section  are  restricted  to  its 
use  in  the  treatment  of  eclampsia.  These  indications 
are  viewed  from  the  standpoint  of  the  obstetrician  and 
of  the  obstetric  surgeon.  Two  years  ago  I  read  a  paper 
in  Chicago,  before  this  Section  of  the  American  Medical 
Association,  in  which  I  presented  my  reasons  for  advo- 
cating prompt  delivery  in  the  treatment  of  eclampsia. 
This  phase  of  the  subject  is  presented  to  you  to-day  by 
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other  participants  in  the  symposium,  so  my  line  of 
thought  will  take  up  for  consideration  the  indications 
for  vaginal  Cesarean  section  from  the  standpoint  of  the 
obstetric  surgeon. 

To  accomplish  rapid  evacuation  of  the  pregnant 
uterus  in  the  latter  months,  or  at  the  expiration,  of 
gestation  we  must  recognize  two  important,  cardinal 
steps  in  the  operation:  first,  the  dilatation  of  the 
cervix;  second,  the  delivery  of  the  infant. 

The  methods  of  delivery  of  the  infant,  whether  by 
forceps  or  version,  belong  to  the  domain  of  the  obstet- 
rician. The  consideration  of  the  indications  for  vaginal 
Cesarean  section  from  the  standpoint  of  the  obstetric 
surgeon  presupposes  that  we  have  to  deal  with  an  intact 
and  undilatable  cervix.  The  cases  are  repr^ented 
usually  by  primipara?  in  the  latter  months  of  pregnancy 
and  constitute  that  difficult  class  of  patients  in  whom 
the  obstetrician  recognizes  the  complications  to  be  met 
in  the  quick  artificial  dilatation  of  the  cervix.  Before 
considering  artificial  methods  of  rapid  dilatation  let  us 
study  briefly  the  natural  method. 

NATURAL  METHOD  OF  CERVICAL  DILATATION 

Nature  has  one  way  to  accomplish  this  purpose,  and 
it  is  not  done  rapidly,  but  slowly,  gradually,  gently  and 
without  danger  to  the  integrity  of  the  soft  parts.  The 
intermittent  force  of  the  uterine  contractions  drives  the 
bag  of  water  against  the  point  of  least  resistance,  the 
center  of  the  lower  segment  of  the  uterus  represented 
by  the  internal  os.  Hydrostatic  pressure  from  above, 
aided  by  the  antagonistic  action  of  the  uterosacral  and 
uterovesical  ligaments,  exerted  antero-posteriorly  con- 
stitute the  dilating  mechanical  forces. 

Physiologic  changes  of  great  importance  are  the  pro- 
gressive thinning  of  the  lower  segment  and  the  soften- 
ing and  dilatability  of  the  tissues  produced  by  engorge- 
ment of  the  pelvic  blood-vesssels  and  the  transudation 
of   serum  between   the   muscular   fibers   of   the   lower 
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segment  of  the  uterus  and  cervix.  As  resistance  to  the 
dilating  forces  is  diminished  the  internal  os  opens 
wider;  the  cervix  is  effaced;  the  external  os  is  dilated, 
and  finally  the  canalization  of  the  cervix  is  completed. 
Dilatation  begins  by  obliteration  of  the  canal  from 
above  downward.  A  funnel-shaped  depression  begin- 
ning at  the  site  of  the  internal  os  increases  in  diameter 
and  depth  until  the  cervix  has  disappeared  and  tiie 
uterine  cavity  is  separated  from  the  vagina  only  by  the 
external  os. 

ARTIFICIAL  METHODS  OF  CERVICAL  DILATATION 

No  method  of  artificial  dilatation  can  be  instituted 
that  will  meet  the  conditions  mentioned  in  the  natural 
method.  Formerly  manual  dilatation  was  the  only 
resource  of  the  obstetrician  and  the  result  could  not  be 
accomplished  by  this  method  gradually,  gently  and 
without  danger  to  the  integrity  of  the  soft  parts.  The 
very  first  requirement  viz,,  that  of  quick  dilatation  in 
the  treatment  of  eclampsia  is  contrary  to  the  laws  of 
nature;  but  these  must  be  sacrificed.  Dilatation  by  the 
manual  method  cannot  be  accomplished  quickly  in  these 
cases,  as  its  advocates  admit  that  from  forty  minutes  to 
an  hour  or  longer  is  necessary  to  accomplish  the  purpose. 

The  Bossi  dilator  was  introduced  because  the  force 
obtained  by  the  hand  was  insufficient.  By  the  aid  of 
this  powerful  instrumental  dilator  time  is  saved  and  the 
canal  is  quickly  opened.  Not  only  is  the  integrity  of 
the  soft  parts  endangered  by  the  forcible  manual  or 
instrumental  dilatation  of  unprepared  tissue,  but  the 
life  of  the  eclamptic  patient  is  further  jeopardized. 
The  unfavorable  results  of  accouchement  force  in  the 
treatment  of  eclampsia  are  largely  due  to  the  aggrava- 
tion of  the  disease  by  the  refiex  infiuence  of  forcible 
stretching  of  the  cervix. 

We  must  admit  that  every  effort  to  effect  quick  dila- 
tation and  the  termination  of  pregnancy  opposes  the 
laws  of  Nature.    But  disease  is  opposition  to  those  laws 
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and  we  must  fight  eclampsia  by  illegitimate  means. 
These  means  are,  first,  the  termination  of  pregnancy 
which  is  furnishing  the  source  of  the  toxemia;  second, 
the  rapid  dilatation  of  the  cervical  canal;  third,  the 
rapid  extraction  of  the  infant.  The  prompt  termina- 
tion of  the  first  stage  of  labor  is  the  principal  diflSculty 
to  be  overcome,  and  we  have  seen  that  manual  and 
instrumental  dilatation  are  objectionable. 

How  then  can  we  quickly  dilate  an  intact,  unpre- 
pared cervix  without  subjecting  the  patient  to  the  inju- 
rious influences  of  forced  mechanical  stretching? 
Manual  and  instrumental  dilatation  will  not  accomplish 
that  result.  Vaginal  Cesarean  section  fulfils  the  indi- 
cations better  than  any  other  method.  The  unprepared 
tissues  are  cut  and  the  wound  opened  without  danger  to 
the  integrity  of  the  soft  parts.  The  cervical  canal  is 
dilated  without  forcible  stretching  and  the  eclamptic 
patient  is  saved  from  injurious  reflex  disturbances.  A 
clean-cut  surgical  wound  is  left  to  be  repaired  instead 
of  bruised  and  torn  tissues. 

THE  VALUE  OF  VAGINAL  CESABEAN  SECTION 

The  objections  raised  against  the  operation  are  largely 
preventable  and  due  to  faulty  technic.  Sepsis,  injury 
to  the  bladder,  opening  the  peritoneal  cavity  anteriorly 
or  posteriorly,  extension  of  the  incision  by  tearing,  and 
hemorrhage  cannot  be  placed  to  the  discredit  of  the 
operation,  but  to  that  of  the  operator.  The  danger  of 
infection  is  no  greater  in  this  operation  than  in  any 
other  performed  on  the  birth  canal  of  the  pregnant 
woman,  and  no  greater  than  that  met  with  in  forcible 
manual  and  instrumental  dilatation. 

Injury  to  the  bladder  can  be  avoided  by  careful  sep- 
aration of  the  organ  from  the  cervix.  The  connective 
tissue  binding  the  bladder  to  the  cervix  is  softened  and 
loosely  attached  during  the  latter  months  of  pregnancy 
except  in  the  median  line.  The  closer  attachment  in 
the  median  line  is  the  uterovesical  ligament.    By  cutting 
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this  central  attachment  and  carefully  working  beneath 
the  tissue  and  close  to  the  cervix,  danger  of  injury  to 
the  viscus  is  obviated. 

Opening  the  peritoneal  cavity  in  front  or  behind  can 
result  only  from  the  careless  extension  of  the  incision 
beyond  the  needs  of  the  case.  Extension  of  the  incision 
by  tearing  is  due  to  one  of  two  causes:  either  the 
incision  is  not  carried  up  through  the  internal  os  and 
the  wound  opened  suflBciently  before  delivery  by  forceps 
or  version,  or  the  extraction  of  a  large  infant  at  or  about 
full  term  with  only  the  anterior  incision  of  the  cervix, 
which  alone  is  suflScient  in  premature  cases. 

Very  little  hemorrhage  follows  the  separation  of  the 
bladder  and  still  less  from  the  incisions  of  the  cervical 
tissue.  Post-partum  hemorrhage  is  prevented  or  con- 
trolled by  the  hot  sterile  douche  and  gauze  tamponade 
of  the  uterine  cavity.  I  have  experienced  one  compli- 
cation of  the  operation  not  heretofore  mentioned.  I 
performed  vaginal  Cesarean  section  on  a  primipara  at 
the  thirty-fourth  week  of  gestation.  Active  treatment 
for  pre-eclamptic  toxemia  had  been  instituted  for  eight 
days  when  the  patient  was  seized  with  a  convulsion.  She 
was  immediately  removed  to  the  operating-room  and 
vaginal  Cesarean  section  was  performed,  the  anterior 
incision  of  the  cervix  only  being  required.  The  infant 
was  bom  alive  and  lived  three  months.  The  mother 
remained  in  coma  for  ten  hours  and  afterward  was 
making  a  satisfactory  convalescence  when,  on  the 
seventh  day,  she  had  a  most  severe  secondary  hemor- 
rhage. A  large  quantity  of  coagulated  blood  was 
removed  from  between  the  bladder  and  cervix  and  the 
cavity  irrigated  with  hot  sterile  salt  solution  and  packed 
with  gauze.  No  fever  followed  and  healing  of  the  sur- 
faces was  complete.  Objections  to  vaginal  Cesarean 
section  on  the  ground  that  rupture  of  the  uterus  may 
occur  in  subsequent  labor  conjure  up  an  imaginary 
danger  that  has  never  been  realized  yet. 
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WHO  SHOULD  OPERATE? 

By  whom  should  vaginal  Cesarean  section  be  per- 
formed? I  am  led  to  take  cognizance  of  this  question 
because  advice  has  been  given  that  the  general  prac- 
titioner should  be  familiarized  with  the  technic  of  the 
operation  and  be  taught  to  perform  it  when  necessary. 
It  goes  without  sajdng  that  no  one  should  attempt  the 
operation  without  being  familiar  with  the  technic,  and 
yet  in  this  day  of  brilliant  surgery  the  temptation  is  so 
great  that  "fools  rush  in  where  angels  fear  to  tread/^ 
It  needs  little  or  no  encouragement  to  transport  the 
twentieth  century  physician  from  his  graduating  exer- 
cises to  the  operating-room.  Men  who  practice  general 
medicine  and  use  the  pen  more  than  the  knife  are  only 
too  prone  to  undertake  all  manner  of  surgical  work. 
I  have  been  informed  of  four  or  five  instances — and 
two  of  them  came  under  my  personal  knowledge — of 
men  who  had  attempted  the  operation  and  abandoned 
it  because  they  were  not  familiar  with  the  procedure. 
I  recognize  the  fact  that  throughout  the  length  and 
breadth  of  this  great  land  of  ours  there  are  many  self- 
reliant  men,  often  indeed  pioneers  in  surgical  work, 
who  are  practicing  the  profession  in  sparsely  settled 
country  districts.  Necessity  makes  them  surgeons  as 
well  as  physicians  and  against  such  men  undertaking 
vaginal  Cesarean  section  I  raise  no  dissenting  voice  pro- 
vided they  have  surgical  skill  and  know  how  to  do  the 
operation.  The  difficulties  of  the  operation  are  not 
great  to  any  one  who  is  familiar  with  the  anatomy  and 
surgery  of  the  pelvic  organs,  but  it  should  not  be  per- 
formed by  the  general  practitioner  unless  he  is  expe- 
rienced in  surgery,  otherwise  more  lives  will  be  saved 
and  less  invalidism  result  by  adhering  to  the  older 
methods  of  treating  eclampsia. 

1909  Q  Street,  Northwest. 


Digitized  by 


Google 


THE  SURGICAL  TREATMENT  OF  ECLAMPSIA 


JOSEPH  B.  D£  LEE,  M.D. 

OHIGAGO 


There  seems,  at  this  time,  to  be  hardly  any  question 
but  that  women  suffering  from  eclampsia  do  better  if 
the  uterus  is  emptied  promptly  on  the  appearance  of 
convulsions.  Carl  Braun  emphasized  the  fact  that  the 
convulsions  ceased  or  became  less  severe  after  delivery. 
Duhrssen  showed  that  in  93.75  per  cent.,  and  Olshausen 
that  in  85  per  cent,  such  a  result  followed.  Seitz,  in  a 
very  large  collection  of  statistics,  proves  it  conclusively. 
If  further  proof  were  needed,  Winter  brought  it,  in  1909, 
at  the  congress  in  Budapest,  where  he  showed  that  in 
twenty  cases  delivered  before  they  had  had  six  con- 
vulsions no  deaths  occurred  and  in  thirty-two  cases, 
only  three  women  were  lost,  while  by  a  waiting  policy, 
the  mortalities  were  much  greater,  as  follows: 

Eclamptics  treated  expectantly  with  spontaneous  labor,  8; 
mortality,  40  per  cent. 

Eclamptics,  with  expectancy  till  os  was  fully  dilated,  19; 
mortality,  30  per  cent. 

Eclamptics,  with  mild  measures  used  for  hastening  labor, 
(metreurysis,  incisions,  etc.),  32;  mortality,  25  per  cent. 

Eclamptics  with  vaginal  Cesarean  section,  34;  mortality,  0 
per  cent. 

Eclamptics  with  vaginal  Cesarean  section  immediately  after 
first  attack,  22;  mortality,  0  per  cent. 

Bossi  dilator  used,  number  not  given ;  mortality,  36  per  eeait. 

In  the  discussion  which  followed,  Bossi  reported  395 
cases  in  which  his  instrument  had  been  employed  with  a 
death-rate  of  only  9.45  per  cent.  In  the  Berlin  Chariti 
during  the  years  from  1904  to  1909  the  mortality  of  the 
cases  delivered  within  the  first  six  hours  was  only  3.8 
per  cent. 
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THE  OLD  AND  THE  NEW  VIEWS 

I  have  always  taken  a  skeptical  stand  as  to  the  use- 
fulness of  statistics  and  usually  discard  them  unless 
they  cover  a  long  period  of  time  and  comprise  very  large 
numbers.  The  individual  opinion  of  those  competent  to 
judge  is  much  more  valuable.  There  seems  to  be  a 
trend  of  the  formerly  most  conservative  obstetricians, 
toward  a  more  and  more  early  operative  delivery.  Jag- 
gard  taught  the  expectant  or  medical  treatment  and  this, 
therefore,  was  my  own  practice  for  many  years,  but 
added  experience  has  convinced  me  that  the  women  do 
better  if  the  uterus  is  emptied  at  once.  The  convul- 
sions cease  more  often,  or  grow  less  violent,  and  at 
longer  intervals,  consciousness  returns  quicker  and  con- 
valescence is  sooner  established.  While  no  special  record 
has  been  kept,  it  seems  to  me  that  the  pathologic  findings 
in  the  urine  disappear  earlier  than  with  older  methods 
of  treatment.  One  of  the  strongest  arguments  for  early 
delivery  is  the  immense  improvement  of  the  child's 
chances  for  life,  various  statistics  showing  that  twice, 
and  even  three  times  as  many  children  are  saved  by 
early  delivery.  Much  depends  on  the  time  in  pregnancy 
of  the  outbreak  of  the  convulsions  and  on  the  method  of 
delivery. 

THE  PROBLEM  TO  BE  MET 

Since  it  is  the  best  policy  to  empty  the  uterus  early, 
a  discussion  of  the  treatment  of  eclampsia  before  deli- 
very resolves  itself  into  the  consideration  of  the  methods 
to  be  employed  in  individual  cases.  Since  removal  of 
the  child  is  opposed  mainly  by  the  soft  parts,  the  sub- 
ject of  treatment  is  narrowed  down  to  a  discussion  of 
how  best  to  prepare  a  way  for  the  child  through  the  cervix 
and  vulva.  The  method  of  effecting  delivery  depends  on 
the  period  of  pregnancy,  the  environment  of  the  patient, 
the  state  of  the  cervix,  the  skill  of  the  operator,  and  liie 
extraneous  complications  such  as  contracted  pelvis, 
placenta  praevia,  heart  disease,  infection,  etc. 
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Before  the  seventh  month,  the  fetus  always  dies,  either 
during  or  soon  after  delivery,  and  it  is,  therefore,  neces- 
sary only  to  obtain  suflBcient  dilatation  of  the  cervix 
for  the  performance  of  craniotomy  and  extraction.  After 
the  period  of  viability,  one  must  try  to  save  the  infant 
also. 

If  the  patient  is  in  a  well-equipped  maternity  hospital 
and  a  man  capable  of  his  task  is  at  hand,  immediate 
delivery  is  practiced,  overcoming  by  operation,  the  resist- 
ance of  the  cervix  and  perineum.  If  the  patient  is  in.  a 
private  house,  and  the  obstetrician  is  without  skilled 
assistance,  reliance  must  be  placed  on  medical  treatment 
and  on  less  active  surgical  measures.  Here,  puncture  of 
the  membranes,  the  use  of  the  colpeurynter,  and,  when 
the  cervix  is  almost  completely  dilated,  manual  dilatation 
of  the  balance,. with  episiotomy  and  forceps  delivery  or 
version  and  extraction  depending  on  the  conditions. 

THE    CONDITION   OP   THE   CERVIX 

The  state  of  the  cervix  is  the  all-governing  condition 
so  far  as  the  choice  of  method  of  rapid  delivery  is 
concerned.  If  the  cervix  is  fully  dilated,  or  effaced 
and  the  os  has  a  diameter  of  8  cm.  (about  3  in.)  delivery 
may  safely  be  effected  at  once  by  forceps  if  the  head 
is  engaged,  by  version  and  extraction  if  the  head  is 
movable  above  the  inlet.  In  primipara,  I  prefer  to  force 
the  head  down  into  the  pelvis  and  then  apply  forceps 
rather  than  do  a  version. 

If  the  cervix  is  effaced,  that  is,  shortened,  or  taken 
up,  or  obliterated,  but  the  os  not  suflSciently  dilated,  one 
may  easily  procure  suflScient  enlargement  of  the  opening 
by  manual  dilatation,  or  stretching  the  os  by  means  of 
one  of  the  mechanical  dilators  about  which  there  was 
such  a  furore  several  years  ago.  Hydrostatic  bags  may 
also  be  used  for  this  purpose  or  the  thin  partition  be- 
tween the  uterus  and  the  vagina  may  be  incised. 
— Diihrssen^s  incisions.  Manual  dilatation  is  the  method 
of  choice  in  this  particular  class  of  cases,  then  episiotomy 
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(in  primiparae)  to  overcome  the  resistance  of  the  peri- 
neum^ followed  by  forceps  delivery. 

The  greatest  discussion  has  arisen  as  to  how  to  deliver 
in  those  cases — and  they  are  the  most  frequently  met — 
in  which  the  cervix  is  uneffaced,  tightly  closed,  and  not 
admitting  even  the  tip  of  the  finger.  Manual  dilatation, 
metreurysis,  Diihrssen's  incisions,  vaginal  Cesarean  sec- 
tion, abdominal  Cesarean  section,  each  has  adherents. 
I  have  had  experience  with  all  these  methods  and  in  the 
following  will  give  my  own  opinion  of  each. 

MANUAL  DILATATION 

Manual  dilatation  of  the  closed  cervix  with  delivery 
is  an  operation,  which,  in  the  olden  time,  was  called 
accouchement  force.  It  requires  from  one  to  three  hours 
and  is  often  painfully  tiring  to  the  fingers  and  hands. 
It  is  invariably  attended  by  lacerations  of  the  cervix, 
and  these  tears  are  often  deep,  sometimes  even  of  the 
dignity  of  a  rupture  of  the  uterus,  opening  the  peri- 
toneal cavity,  causing  death,  from  hemorrhage  or  from 
sepsis.  In  multiparae,  the  lacerations  are  usually  some- 
what less  extensive.  In  all  cases,  the  cervix  is  bruised 
and  battered,  and  sepsis,  even  in  the  hands  of  the  clean- 
est obstetrician  is  sometimes  unavoidable. 

Philander  Harris  and  a  few  other  authors,  take  a 
different  view  of  this  operation,  but  my  own  experience 
makes  me  oppose  it,  and  in  this,  I  am  supported  by  all 
the  German  authorities.  The  latter  demand  the  follow- 
ing prerequisites  for  the  operation: 

1.  Cervix  effaced. 

2.  Pelvis  normal. 

3.  Child  not  too  large. 

4.  Normal  presentation,  position  and  attitude,  or  one  that 
can  be  produced. 

6.  Dilatable  vagina. 

In  a  few  cases  I  found  the  parts  so  soft  and  dilatable 
that  it  was  possible  to  stretch  the  uterus  open  suflB- 
ciently  for  safe  delivery,  but  these  are  so  rare  as  to  be 
truly  exceptional. 
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METBEUBTSIS 

By  putting  a  colpeurynter  in  the  lower  uterine  seg- 
ment and  exerting  traction  on  it^  two  things  are  accom- 
plished— ^uterine  action  is  set  up  and  strengthened  and 
the  cervix  is  mechanically  dilated  from  above  downward^ 
the  bag  acting  like  a  fluid  wedge.  In  cases  in  which 
no  urgency  exists,  metreurysis  is  the  ideal  method  of 
opening  the  uterus,  because  it  imitates  most  closely  the 
natural  process.  In  favorable  cases,  that  is,  soft  cervix 
and  large  vagina  (conditions  rarely  found  in  primiparsB) 
it  is  possible  under  anesthesia^  to  dilate  the  cervix  com- 
pletely in  from  one  to  two  hours^  but  if  the  cervix  is 
rigid,  and  tightly  closed^  an  attempt  to  force  it  open 
by  means  of  bags  in  this  time  would  f  ail^  if  it  did  not 
rupture  the  uterus.  Unfortunately  rigid  cervix  is  a  fre- 
quent complication  of  eclampsia,  since  this  condition  is 
commoner  in  primiparse  and  women  of  advanced  years. 
Contraindications  to  metreurysis  in  eclampsia  are,  scars 
of  the  cervix,  abnormal  rigidity,  complete  closure  of  the 
cervix  in  a  primipara,  edema  of  the  paracervical  tissues, 
local  infection,  great  urgency. 

One  may,  in  selected  cases,  procure  partial  opening 
of  the  womb  with  the  bags,  and  then  complete  the  dila- 
tation by  incisions  or  the  vaginal  Cesarean  section.  A 
word  of  warning  to  those  using  the  bags  for  cervical 
dilatation.  If  too  much  water  is  put  into  them,  or  too 
much  traction  put  on  the  tube,  the  uterus  is  stimulated 
to  over-violent  action  and  may  rupture.  This  is  espe- 
cially likely  to  occur  in  placenta  pr«via.  I  use  a  large 
Voorhees  bag  in  preference  to  all  others. 

INSTRUMENTAL  DILATOBS 

Bossi  introduced  his  branched  dilator  in  1887,  but  it 
received  no  general  recognition  until  1898  when  Leo- 
pold, of  Dresden,  reported  seventeen  cases  of  eclampsia 
treated  with  it.  It  was  then  very  extensively  employed 
and  many  modifications  of  the  instrument  invented. 
Bossi  used  it  when  the  cervix  was  closed,  as  did  many 
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others.  Now,  most  authors  have  discarded  it,  and 
Bossi,  himself,  at  the  Budapest  congress,  said  it  should 
be  used  only  when  the  cervix  is  effaced.  Bossi  reported 
395  cases  of  eclampsia  treated  by  rapid  dilatation  with 
a  mortality  of  9.45  per  cent. 

In  a  multiparae,  with  a  soft  cervix,  the  instrumental 
dilator  may  occasionally  accomplish  the  purpose  without 
laceration  or  with  negligible  injuries.  In  other  cases 
more  or  less  deep  tears  are  inevitable  and  the  frequency 
of  serious  injury  has  relegated  the  instrument  to  a  very 
subsidiary  place.  I  would  deny  its  usefulness  in  the 
class  of  cases  under  consideration  and  agree  with  Pfan- 
nenstiel  that,  in  the  clinic,  the  dilator  is  superfluous;  in 
private  practice,  dangerous. 

DUHRSSEir'S   INCISIONS 

In  the  class  of  cases  being  discussed,  the  cervical 
incisions  are  contraindicated.  Only  when  the  cervix 
is  effaced,  shortened  or  fully  taken  up,  when  there  is  but 
a  thin  partition  between  the  uterus  and  the  vagina,  are 
such  incisions  justifiable.  Before  this  time,  the  large 
blood  vessels  have  not  yet  been  retracted  upward  out  of 
reach  of  the  cut,  the  peritoneum  has  not  been  pulled 
up,  the  connective  tissue  of  the  broad  ligaments  is  still 
in  the  pelvis.  If  one  cuts  the  thick  cervix  now,  there 
is  danger  of  severe,  perhaps  uncontrollable  hemorrhage, 
the  incision  is  easily  torn  into  the  peritoneal  cavity,  and 
further,  the  attempt  to  draw  the  fetus  through  the  pelvis 
will  disrupt  the  whole  connective  tissue  framework  of 
the  pelvis.  Diihrssen^s  incisions  are  also  contraindicated 
if  the  child  is  large  or  presents  abnormally. 

VAGINAL  CESABEAN  SECTION 

As  was  indicated  at  the  beginning  of  this  paper,  this 
operation  has  given  the  best  results  of  any  yet  obtained, 
especially  when  it  is  performed  immediately  after  the 
first  convulsion.  It  is  considered  by  Dr.  H.  D.  Fry 
in  one  of  the  papers  of  this  symposium. 
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ABDOMINAL    CESAREAN    SECTION 

This  operation,  proposed  by  Halbertsma  in  1889,  has 
not  obtained  the  recognition  it  deserves.  The  statistics 
collected  showing  30  to  60  per  cent,  maternal  mortality, 
surely  give  too  dark  a  picture,  for  it  must  be  remem- 
bered that  only  the  worst  cases  are  submitted  to  the 
operation.  Newell  condemns  the  section,  but  Olshausen 
recommends  it.  It  saves  more  infants  than  any  other 
method  of  delivery,  and  is  to  be  preferred  when  these 
complications  coexist :  contracted  pelvis,  placenta  pr«via, 
marked  edema  of  the  vulva,  vagina  and  parametrium, 
scars  or  extreme  rigidity  of  the  cervix  and  perineum, 
unusual  brittleness  of  the  cervix,  enormous  varicosities 
of  the  genitals,  large  child,  abnormal  presentation.  In 
the  latter  cases,  the  vaginal  section  often  meets  with 
insurmountable  difficulties.  A  less  skillful  operator 
may  be  able  to  do  the  classical  section  when  he  would 
hesitate  to  operate  from  below. 

With  the  extra-peritoneaP  Cesarean  section,  a  resur- 
rection of  the  laparo-elytrotomy  of  the  last  century,  I 
have  had  no  experience,  but  am  inclined  to  believe  that 
the  advantages  claimed  for  it  are  somewhat  overdrawn. 
The  technic  is  more  difficult  than  that  of  the  classical 
section ;  hemorrhage  from  the  incision  is  sometimes  ddn- 
gerous;  the  Trendelenburg  posture  is  needed  and  this 
increases  the  danger  of  air  embolism  and  cerebral  throm- 
bosis already  exaggerated  in  eclampsia;  extraction  of 
the  child  is  harder  and  is  oftener  fatal  to  the  infant; 
in  21  per  cent,  of  the  65  cases  reported  by  Pfannenstiel, 
Latzko  and  Fraipont  the  peritoneal  cavity  was  opened, 
and  in  three,  the  bladder  was  injured;  sometimes  the 
bladder  cannot  be  safely  removed  from  the  uterus  and 
the  transperitoneal  route  must  be  taken ;  the  labor  must 
have  progressed  till  the  uterus  has  drawn  the  peritoneum 
upward  and  unfolded  the  anterior  plica — ^this  is  impos- 
sible in  eclampsia,  which  demands  instant  delivery ;  the 
danger  of  infection  of  the  immense  connective  tissue 
spaces  is  probably  as  great  as  that  of  the  peritoneum. 
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at  least  suppuration  has  been  frequently  reported  (Ru- 
beska,  Franz)  ^  and  hernia  is  just  as  possible^  Franz 
having  already  found  one  with  the  bladder  and  another 
with  the  cervix  in  it;  the  danger  of  rupture  of  the 
uterus  in  subsequent  labor  is  greater  than  with  the 
classic  operation  becaxise  the  scar  is  in  the  thinned 
dilated  portion^  and  further,  a  second  Cesarean  section 
would  be  very  difficult  through  the  scarred  cavity  of 
Betzius;  Latzko  collected  137  cases  which  showed  a 
maternal  mortality  of  7.3  per  cent.,  while  this  is  con- 
sidered a  high  figure  for  the  classical  section. 

It  is  generally  considered  that  nephritics  and  hepati- 
tics  are  poor  subjects  for  laparotomy,  and  the  danger 
comes  mainly  from  the  anesthetic.  By  means  of  nitrous 
ozid  and  oxygen  anesthesia,  this  element  may  be  reduced 
to  an  almost  negligible  minimum.  Given  a  primipara, 
at  or  near  term,  with  a  long  closed  cervix  and  living 
child,  the  patient  being  in  a  good  maternity  hospital,  I 
would  strongly  incline  to  abdominal  Cesarean  section. 

RIGIDITY  OF  VAGINA  AND  PELVIC  FLOOR 

In  the  discussion  of  operative  delivery,  the  resistance 
opposed  by  the  cervix  only  has  been  mentioned,  but  the 
vagina  and  pelvic  floor  must  by  all  means  be  considered. 
Rigidity  of  these  structures  is  one  of  the  strongest 
arguments  against  vaginal  Cesarean  section,  because 
even  if  we  do  the  deep  perineotomy  advised  by  Diihrssen, 
it  is  not  always  possible  to  avoid  extensive  lacerations 
of  the  vagina,  the  pelvic  floor,  the  perineum,  the  anus 
and  the  bases  of  the  broad  ligaments. 

In  performing  episiotomy,  one  should  not  be  afraid 
of  cutting  deeply  into  the  levator  ani  muscle,  because 
this  can  be  accurately  sutured,  whereas,  if  brute  force  in 
delivery  is  used,  the  muscle  may  be  torn  from  the  bony 
attachments — an  irremediable  injury.  Where  only 
slightly  more  room  is  needed,  this  may  be  obtained  by 
stretching  the  muscle  with  the  fingers  or  fist,  but  I  have 
seen  deep  lacerations  of  the  parts  produced  thus  as  well 
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as  by  the  head.     I  recommend  the  medio-lateral  episi- 
otomy  and  am  not  sparing  with  the  incision. 

A  strong  distinction  must  be  made  between  hospital 
cases  with  an  obstetric  surgeon  in  charge  and  private 
practice  by  a  general  practitioner.  For  the  latter,  slower 
methods  of  treatment  are  to  be  recommended,  first  rup- 
ture of  the  membranes,  then  hastening  the  delivery  as 
much  as  is  safe,  by  metreurysis,  manual  dilatation,  and, 
when  the  cervix  is  thoroughly  effaced,  incisions  if  neces- 
sary. 

SURGICAL    MEASURES 

Venesection  is  a  surgical  procedure,  but  will  probably 
be  spoken  of  under  the  heading  "medical  measures,*^  as 
also  will  saline  solution  administered  hypodermically. 
Care  should  be  taken  with  the  dosage  of  saline  solution,  as 
edema  of  the  lungs  may  be  superinduced.  Newell  in 
one  case  transfused  human  blood. 

Of  the  surgical  measures  special  mention  is  to  be  made 
of  decapsulation  of  the  kidneys,  first  proposed  by  Ede- 
bohls.  Chiri6,  in  June,  1909,  collected  thirty-three  cases 
of  renal  decapsulation,  and  finds  that  in  only  one-half 
of  the  patients  do  the  convulsions  cease  after  the  opera- 
tion, but  many  authors  note  that  they  are  less  severe. 
Unanimous  accord  exists  regarding  the  postoperative 
diuresis — ^the  amount  of  urine  almost  always  increases, 
and  there  is  decrease  of  the  albumin  casts,  etc.,  and  aug- 
mentation of  the  urea  and  solids.  The  edema  subsides 
rapidly  and  consciousness  returns  quicker.  The  wounds 
heal  well  if  due  attention  is  paid  to  asepsis,  but  several 
instances  are  noted  of  suppuration  due  to  dislocation  of 
the  dressings  during  convulsions  and  restlessness — one 
fatal  case  of  infection  and  one  fatal  case  of  iodoform 
poisoning  from  gauze  used  in  packing.  In  the  one  case 
in  which  I  was  consulted,  the  convulsions  ceased,  diuresis 
improved,  but  the  woman  died  in  coma  three  days  after 
operation.  It  is  impossible  at  the  present  time  to  pass 
judgment  on  this  procedure,  and  also  on  the  advisability 
of  nephrotomy  in  addition  to  decapsulation.    Sippel  and 
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a  few  German  authors  perform  and  recommend  it.  It  is 
occasionally  done  in  England  and  America.  It  has  not 
had  a  fair  trial  since  only  cases  that  prove  refractory 
to  all  other  methods  are  submitted.  Considering  what 
we  know  of  the  causation  of  eclampsia,  the  operation 
is  not  rational,  but  it  is  perhaps  as  reasonable  as  any 
one  of  our  other  ^^specific**  remedies.  Chiri6,  in  his 
thirty-three  cases,  found  sixteen  deaths,  which  is  not 
encouraging.  The  literature  will  be  found  in  Chiri^^s 
article,  Obstetrique,  June,  1909,  and  in  the  Edinburgh 
Medical  Journal,  May,  1909.  Johnsen,  in  the  Deutsche 
medizinische  Wochenschrift,  January,  1910,  says  that 
forty-two  cases  are  on  record  with  eighteen  deaths.  The 
general  mortality  of  eclampsia  is  not  as  high  as  this. 

ANESTHETICS 

Early  in  my  practice  I  learned  two  facts:  one,  that 
morphin  given  to  eclamptics  killed  many  of  the  babies 
and  prolonged  the  postpartum  coma,  and  the  other,  that 
chloroform  is  a  very  dangerous  drug  in  eclampsia.  It 
causes  acute  yellow  atrophy  of  the  liver  and  cardiac 
paralysis,  acute  and  chronic.  Whereas,  I  formerly  ad- 
vised anesthesia  for  every  vaginal  examination  or  mani- 
pulation to  prevent  a  convulsion  from  resulting  from 
the  local  irritation,  I  now  restrict  anesthetics  and  nar- 
cotics to  an  irreducible  minimum.  For  the  operative 
delivery,  I  have  used  ether,  but  for  Cesarean  section  I 
employ  nitrous  oxid  and  oxygen,  because  the  child  is 
delivered  so  rapidly  that  the  preliminary  asphyxia  is 
of  no  moment.  Cragin  and  Ewing  also  have  emphasized 
the  dangers  of  chloroform. 

34  Washington  Street. 

ABSTRACT  OF  DISCUSSION 

ON    PAPERS    OF    DBS.    DAVIS    AND    FOULKBOD,    CRAOIN    AND    HULL, 

FBY,    PETEBSON    AND    DE    LEE,    CONSTITUTING    A 

SYMPOSIUM    ON    ECLAMPSIA 

Db.  Henbt  Schwabz,  St.  Louis:  The  report  on  the  changes 
caused  in  the  liver  of  dogs  by  chloroform  narcosis  is  of  great 
interest  and  will  make  us  hesitate  to  use  chloroform  in  cases 
of  eclampsia,  for  fear  of  lowering  the  resisting  power  of  our 
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patient.  We  all  agree  that  we  should  try  to  prevent  eclampsia 
rather  than  to  cure  it.  I  am  sure  that  in  the  case  of  women 
who  place  themselves  under  medical  supervision  early  in  preg- 
nancy, the  frequency  of  eclampsia  has  been  much  reduced. 
A  great  many  women  in  city  and  country  are  delivered  by 
midwives;  much  would  be  gained  if  the  medical  profession 
could  educate  the  public  so  that  these  women  would  learn 
the  necessity  of  placing  themselves  under  medical  supervision 
during  pregnancy,  even  if  they  continue  to  be  delivered  by 
midwives.  Great  good  would  be  accomplished  if  the  urine 
were  examined  once  a  month  during  the  first  half,  and  twice 
a  month  during  the  second  half  of  pregnancy.  All  organs  of 
elimination,  the  skin,  the  kidneys  and  the  bowels,  should  be 
kept  in  perfect  working  order;  pregnant  women  should  learn 
to  live  on  mixed  diet.  Plenty  of  vegetables,  plenty  of  fruit, 
plenty  of  cereals,  little  meat  and  plenty  of  pure  water  will 
do  a  great  deal  to  prevent  eclampsia. 

Db.  Ebnst  G.  Zinke,  Cincinnati:  The  pathology  of  eclamp- 
sia has  been  well  presented;  but  the  problem  still  remains 
unsolved.  It  is  also  a  serious  question  which  mode  of  treat- 
ment has  contributed  most  to  the  reduction  of  the  maternal — 
and  fetal — ^mortality  of  this  frightful  obstetric  complication. 
In  my  own  opinion  prophylaxis  is  of  the  greatest  importance; 
and  intelligent  medical  treatmoit,  when  convulsions  supervene, 
has  contributed  more  to  the  reduction  of  the  maternal — and 
fetal — ^mortality  than  all  the  surgical  interventions  designed 
for  anptying  the  uterus.  In  this  view  I  am  well  supported 
by  authors  and  practitioners  at  home  and  abroad.  He  who 
has  had  years  of  experience  in  the  practice  of  obstetrics,  will 
readily  admit  that  many  patients  with  puerperal  convulsions 
have  recovered  when  left  alone.  In  some  instances  spon- 
taneous delivery  has  occurred,  even  with  the  child  living. 
These  cases  are  not  at  all  isolated.  I  can  portray  to  you  a 
picture  which  I  observed  in  one  of  the  European  hospitals 
nineteen  years  ago.  The  impression  it  made  on  me  has  never 
been  obliterated  from  my  mind.  This  particular  patient  was 
left  to  herself  in  bed,  with  only  a  nurse  at  her  side  who  saw 
to  it  that  the  patient  did  not  hurt  herself  as  she  went  from 
one  convulsion  into  another.  The  attacks  exceeded  100  within 
three  days;  and  yet,  she  delivered  herself  spontaneously  and 
recovered.  When  I  witnessed  this  performance  I  thought  to 
myself,  that  the  man  who  would  pursue  this  mode  of  treat- 
ment of  puerperal  eclampsia  in  this  country  would  run  the 
risk  of  being  tarred  and  feathered.  And  still  it  teaches  a 
lesson  not  to  be  regarded  lightly.  Some  of  you,  no  doubt, 
have  seen  cases  of  puerperal  eclampsia,  occurring  in  the 
seventh  or  eighth  month,  from  which  the  patient  recovered, 
after  several  seizures,  under  medical  treatment,  the  preg- 
nancy remaining  undisturbed  until  term,  and  terminating 
spontaneously  and  favorably  for  both  mother  and  child.   This 
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is  the  other  side  of  the  picture,  and  I  merely  present  it  to 
call  attention  to  the  fact,  that  surgical  intervention,  though 
necessary  at  times,  is  not  the  prime  factor  in  the  treatment  of 
puerperal  eclampsia,  and  that,  if  there  is  a  reduction  in  the 
mortality  of  this  disease  between  the  present  and  the  past, 
surgery  has  contributed  little  or  nothing  to  it. 

Db.  J.  H.  Cabstens,  Detroit:  We  all  admit  that  we  know 
nothing  about  convulsions  either  in  children  or  in  adults; 
that  one  patient  will  have  one  convulsion  and  die,  another  will 
have  a  hundred  and  recover,  and  that  another  will  die  after 
ten  or  fifteen.  We  know  that  with  one  convulsicm  the  patient 
may  become  paralyzed,  or  may  lose  one  of  her  senses.  We 
must  know  that  the  sooner  we  stop  the  convulsion  the  less 
liable  is  the  patient  to  be  injured.  Now,  the  fact  that  my 
friend  from  Cincinnati  has  seen  an  isolated  case  in  which  they 
left  the  poor  woman  for  three  days  and  she  recovered  does 
not  relieve  us  from  the  guilt  of  bad  practice  when  we  fold 
our  hands  and  roll  our  eyes  to  heaven  and  say,  "The  Lord's 
will  be  done."  What  in  the  name  of  heaven  are  we  here  for? 
What  is  to  cure  the  toxemia?  The  quickest  way  is  to  deliver 
the  woman.  Ninety-five  per  cent,  will  not  have  any  convul- 
sions after  delivery,  and  those  few  cases  that  do  occur  after 
delivery  simply  point  to  the  rule  that  the  convulsion  is  stopped 
when  the  woman  is  delivered.  The  quickest  method  of  deliv- 
ery is  the  best.  If  we  decide  that  the  method  which  Dr. 
Peterson  has  so  beautifully  described  is  the  proper  one,  it  is 
up  to  everybody  to  learn  that.  Every  one  of  us  who  has  had 
much  experience  will  only  be  too  delighted  to  show  the  gen- 
eral practitioner  the  technic  of  the  operation.  We  all  cut 
into  the  bladder  once  in  a  while  even  now  with  all  our  expe- 
rience, and  if  the  poor  general  practitioner  will  save  that 
woman's  life  I  will  forgive  him,  if  he  does  the  same,  for  a  live 
woman  is  better  than  one  that  is  buried  six  feet  under  the 
ground. 

Db.  F.  J.  Plondke,  St.  Paul:  It  is  true  that  after  delivery 
in  the  majority  of  cases  the  convulsions  cease.  There  are, 
however,  a  certain  number  of  cases  in  which  they  continue, 
and  in  still  others  they  do  not  develop  until  after  delivery  has 
taken  place.  We  have  heard  today,  that  while  we  do  not 
know  the  exact  nature  of  the  toxins  causing  puerperal  eclamp- 
sia, we  do  know  that  they  are  found  in,  and  are  distributed  by, 
the  blood-current,  and  that  sooner  or  later  they  cause  irrita- 
tion of  the  liver  and  kidney  cells.  Taking  this  lor  granted 
the  indication  for  treatment,  whether  the  convulsions  develop 
before  or  after  delivery,  are  the  same;  viz.,  to  eliminate  as 
much  of  the  poison  as  possible,  and  neutralize  by  dilution  or 
otherwise,  what  remains.  I  have  met  these  indications  in  a 
number  of  cases  during  the  past  two  years  by  opening  a  vein 
and  inserting  a  glass  cannula  in  the  distal  end,  through  which 
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blood  18  allowed  to  flow  away;  through  the  same  opening,  but 
into  the  proximal  end  another  cannula  is  inserted  through 
which  physiologic  salt  solution  is  carried  into  the  vein.  The 
amount  of  blood  withdrawn,  ranging  from  16  to  30  ounces, 
depending  on  indications  (usually  about  10  ounces),  was 
allowed  to  flow  away  before  the  introduction  of  salt  solution 
was  begun;  from  1  to  2  quarts  of  salt  solution  was  used  in 
each  case. 

I  have  used  this  treatment  in  ten  cases;  seven  puerperal  and 
three  of  convulsions  in  chronic  nephritis,  with  the  result  that 
in  each  case  the  convulsions  ceased  at  once  and  in  no  case 
did  they  reappear. 

I  realize  that  these  are  only  a  few  cases  from  which  to 
draw  a  conclusion,  but  the  results  have  convinced  me  that  the 
treatment  merits  further  trial. 

Db.  T.  M.  Bubns,  Denver:  I  wish  to  make  a  few  remarks 
on  the  lack  of  danger  in  the  use  of  Cesarean  section  for 
eclampsia.  During  the  last  five  months  I  assisted  at  one 
operation  and  performed  the  operation  nine  times.  Only  two 
of  the  operations  were  for  eclampsia,  but  in  both  of  these 
we  had  excellent  results.  The  operation  of  Cesarean  section 
per  86  is  without  any  shock  whatever.  The  immediate  results 
are  perfect.  We  get  a  living  child  and  the  mother  is  just  as 
good  after  the  operation  as  before.  The  patient  gets  up  in 
better  condition  than  from  any  other  abdominal  operation. 
Even  in  the  infected  cases  hysterectomy  is  unnecessary. 
Skilled  assistants  are  essential,  especially  in  giving  the  anes- 
thetic and  taking  care  of  the  baby. 

Dr.  M.  I.  Rosenthal,  Fort  Wayne:  From  the  standpoint 
of  the  gynecologist  this  operation  presents  another  advantage 
which  I  believe  will  bear  emphasis.  Lacerations  of  the  cervix 
frequently  do  not  amount  to  anything,  are  easily  repaired  and 
are  not  of  serious  significance.  A  deep  laceration  laterally  in 
the  cervix  extending  up  into  the  vault  of  the  vagina,  making 
a  tear  into  the  broad  ligament  is  a  very  serious  thing,  how- 
ever. You  have  formed  a  fibrous  tissue  in  the  broad  ligament, 
and  chronic  invalidism  is  produced  which  you  are  not  able  to 
reach  by  plastic  operation.  Such  a  tear  in  the  broad  liga- 
ment produces  a  very  serious  condition.  This  operation  fixes 
the  trauma  in  the  cervix  at  a  point  where  it  is  rather  an 
immaterial  affair,  so  that  if  it  does  not  heal  it  can  be  repaired 
or  left  as  it  is. 

Db.  C.  a.  Ritteb,  Kansas  City,  Mo.:  Among  the  most 
important  questions  requiring  attention  and  demanding  a 
rational  answer  is.  Where,  when,  and  how  are  we  first  to 
detect  the  danger-signals  of  eclampsia,  and  what  are  the 
prophylactic  measures  best  calculated  to  furnish  protection  to 
the  pregnant  woman?  In  order  that  the  greatest  safety  may 
be  given  her,  she  should  be  placed  under  the  care  of  a  physi- 
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cian  from  the  earliest  weeks  of  gestation  to  the  close  of  the 
puerperium.  It  is  our  duty  as  physicians  to  educate  the 
public,  showing  the  necessity  of  more  extended  time  and  atten- 
tion being  given  the  prospective  patient  as  she  travels  along 
the  border  line  between  health  and  disease.  By  early  placing 
her  under  the  care  of  an  attendant,  many  of  the  worst  com- 
plications of  eclampsia  may  be  prevented.  We  assert  that  the 
symptomatology  of  eclampsia  is  shot  through  and  through, 
with  danger  signals  of  sufficient  importance  to  enable  the  close 
observer  and  intelligent  physician  to  institute  prophylactic 
treatment,  and  thereby  modify  or  cut  short  the  severity  and 
dangers  of  the  eclamptic  storm.  As  to  preventive  treatment, 
diet  and  elimination,  the  latter  by  the  way  of  skin,  kidneys 
and  bowels,  is  of  greatest  importance.  I  have  received  bene- 
fits from  doses  of  veratrum,  using  six  to  ten  drops  hypoder- 
matically.  In  the  above  dosage,  we  reduce  arterial  t^ion, 
securing  the  full  physiologic  benefits  in  the  way  of  diuretic, 
diaphoretic,  and  antipyretic  action.  I  have  had  good  results 
in  withdrawing  from  10  to  20  ounces  of  blood,  replacing  the 
same  with  similar  amount  of  physiologic  saline  solution.  The 
choice  of  operation  depends  on  the  character  of  the  individual 
case.  It  is  impossible  to  lay  down  any  hard  or  fast  rules. 
Manual  dilatation,  with  delivery  of  child  by  version  or  forceps 
extraction,  great  care  being  exercised  to  reduce  shock  and 
traumatism  to  the  minimum,  is  the  operation  largely  employed 
in  the  private  practice,  while  vaginal  or  abdominal  Cesarean 
section  is  more  frequently  adopted  in  hospital  work. 

Db.  C.  Foui^kbod,  Philadelphia:  Dr.  Carstens  spoke  of  the 
expectant  treatment.  We  have  the  records  of  the  Stroganoff 
method  in  which  the  patients  are  put  in  a  quiet  room,  the 
boi^els  kept  open  and  good  results  are  obtained.  Then  there 
is  the  argument  advanced  that  if  a  toxemic  patient  is  taken 
early  enough,  put  to  bed,  given  a  milk  or  peptonized  milk 
diet,  she  will  not  have  convulsions.  I  have  seen  patients 
treated  in  this  way  come  back  almost  from  the  grave.  Stro- 
ganoff says  that  if  we  let  the  patient  alone  Nature  will  take 
care  of  the  separation  and  the  delivery  of  the  baby  by  the 
cutting  off  of  the  placental  circulation.  I  am  inclined  to 
deliver  because  I  think  my  results  have  been  better.  If  bleed- 
ing is  needed  I  find  the  results  are  better  if  this  is  done  after 
delivery. 

Db.  E.  T.  Hull,  New  York:  Bleeding  used  to  be  done  at 
the  Sloane  as  a  routine.  Since  then  better  results  have  been 
obtained  by  the  use  of  veratrum  viride  and  nitroglycerin  as 
outlined,  repeating  the  dosage  if  necessary  to  get  the  desired 
result.  It  is  well  recognized  that  once  the  blood-pressure  is 
down  and  once  the  pulse  is  slow,  convulsions  will  no  longer 
occur.  If  we  were  not  able  to  bring  about  this  condition  by 
medication,  then   bleeding  might  be  done,  but  that   is  very 
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rarely  necessary.  In  the  third  stage,  bleeding  may  be  allowed 
from  the  uterus  with  the  idea  of  getting  rid  of  toxins.  As 
far  as  introducing  salt  solution  is  concerned  I  think  that  has 
to  be  done  cautiously.  With  an  overwatery  condition  of  the 
blood  one  of  the  dangers  is  increased,  that  of  edema  of  the 
lungs. 

Db.  H.  D.  Fbt,  Washington,  D.  C:  When  these  cases  have 
reached  the  point  of  eclampsia  they  have  gone  too  far  to  talk 
about  preventive  treatment.  In  regard  to  the  let-alone  plan  of 
treatment  the  statistics  have  shown  that  surgery  does  a  great 
deal  of  good  in  these  desperate  cases;  that  the  mortality  has 
been  reduced  by  immediately  emptying  the  uterus  by  surgical 
means  and  not  using  the  expectant  treatment.  The  mortality 
under  the  expectant  treatment  is  between  30  and  40  per  cent., 
and  by  immediate  delivery,  between  3  and  7  per  cent.  I  was 
much  surprised  last  month  to  hear  Dr.  Hirst  read  a  paper 
advocating  medical  means  in  preference  to  emptying  the 
uterus.  He  is  the  only  obstetrician  whom  I  have  known  to 
recently  bring  out  such  a  view. 

This  sleight-of-hand  technic  described  by  Dr.  Peterson,  in 
which  now  you  see  the  bladder  and  now  you  don't,  is  very 
alluring.  It  is  easy  with  a  piece  of  gauze  to  push  the  bladder 
out  of  the  way,  but  you  cannot  ignore  the  uterovesical  liga- 
ment. Dr.  Handler  in  his  paper  this  morning  brought  out  an 
important  point  in  this  connection  showing  how  to  avoid 
injury  to  the  bladder.  An  important  step  when  taking  off  the 
forceps  is  to  pass  a  heavy  ligature  to  hold  the  bladder  back, 
and  to  act  as  a  guide  in  bringing  the  cervix  down. 

I  always  drain,  putting  in  gauze.  In  regard  to  chloroform, 
I  saw  a  case  some  time  ago  which  emphasized  the  dangers  of 
using  this  anesthetic.  The  woman  was  delivered  with  forceps 
in  the  right  occipitopoeterior  position, .  chloroform  being  the 
anesthetic.  The  lacerations  were  afterward  repaij'ed  and  the 
patient  got  along  beautifully  until  the  third  day.  She  had 
had  no  symptoms  of  toxemia  and  the  urine  was  perfectly  clear. 
In  thirty-six  hours  she  was  dead.  The  urine  had  been  exam- 
ined repeatedly  without  finding  albumin  or  casts  or  the 
slightest  trace  of  trouble  with  the  kidneys.  It  was  a  plain 
case  of  liver  poisoning  from  the  use  of  chloroform  and  that 
case  taught  me  a  valuable  lesson. 

In  a  case  of  eclampsia  with  the  woman  undelivered  the  best 
way  to  bring  down  the  blood-pressure  is  to  empty  the  uterus. 
The  blood-pressure  may  be  brought  down  by  bleeding,  by 
giving  veratrum  viride  or  by  rupturing  the  membranes;  but 
the  quickest  way  is  to  empty  the  uterus. 
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THE     PARTICIPATION     OP     THE     TISSUES 

ADJACENT  TO  THE  UTERUS  AND  OP 

THE      PELVIC      LYMPHATICS 

IN    UTERINE    CANCER 
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Cancer  may  arise  either  in  the  body  or  in  the  cervix  of 
the  uterus.  The  former  variety  is  infrequent,  occurs  as 
often  in  nulliparous  as  in  parous  women,  and  the  aver- 
age age  of  those  afflicted  is  greater  than  in  cancer  of  the 
cervix.  Its  growth  is  usually  slow  and  it  remains 
restricted  to  the  uterus  for  a  relatively  long  period  of 
time  (Fig.  1).  For  the  latter  reasons  the  diagnosis  is 
usually  made  while  it  is  limited  to  the  uterus  and  hys- 
terectomy for  this  condition  is  attended  with  a  low  pri- 
mary mortality  and  a  high  percentage  of  cures. 

Cancer  of  the  cervix,  on  the  other  hand,  is  one  of  the 
most  frequent  varieties  of  primary  carcinoma;  it  usu- 
ally occurs  in  parous  women;  and  it  is  more  often  a 
disease  of  midlife  than  of  old  age.  (A  large  percentage 
of  its  victims  are  under  45  and  its  occurrence  in  those 
under  35  is  not  infrequent.)  Its  growth  is  often  rapid 
and  it  soon  extends  beyond  the  cervix  by  the  direct 
invasion  of  the  adjacent  tissues  (Fig.  2)  and  by  metas- 
tases to  the  lymph  structures  of  the  pelvis.  Its  fre- 
quency, virulence,  the  youthful  age  of  many  of  its  vic- 
tims and  the  fact  that  they  usually  have  children  make 
it  one  of  the  most  dreaded  diseases  and  one  of  the  most 
important  problems  confronting  the  gynecologist  at  the 
present  time.  Its  rapid  growth  and  early  extension 
beyond  the  uterus  have  in  a  large  measure  been  respon- 
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Figure  1 


Figure  2 


Fig.  1. — Advanced  cancer  of  the  body.  From  photograph  of 
stained  median  sagittal  section  of  the  uterus  (X  ¥j),  operative 
specimen.  The  growth  usualJj'  does  not  extend  beyond  the  uterus 
until  late  In  the  course  of  iho  disease,  and  In  the  majority  of  cases 
the  diagnosis  is  made  before  this  has  taken  place.  Hysterectomy 
Is  attended  with  a  low  primary  mortality  and  a  high  percentage  of 
cures. 

Fig.  2. — Advanced  cancer  of  the  cervix.  From  photograph  of 
stained  median  sagittal  section  of  the  uterus  (X  Mj),  operative 
specimen.  The  growth  usually  extends  beyond  the  cervix  early  in 
the  course  of  the  disease  and  the  diagnosis  Is  rarely  made  while  It 
is  restricted  to  the  uterus.  Hysterectomy  Is  attended  with  a  high 
primary  mortality  and  a  very  low  percentage  of  cure's. 


Figure  3  Figure  4  Figure  5 

Fig.  3. — Everting  cancer  of  the  portlo  vaginalis  (x  M»).  Less 
frequent  and  malignant  than  the  following;  bleeding  usually  occurs 
early,  the  growth  is  readily  detected  on  inspection  and  palpation. 

Fig.  4. — Inverting  cancer  of  the  portlo  vaginalis  (x  Mj).  One  of 
the  most  freepient  and  malignant  types;  bleeding  may  not  occur 
until  late  in  the  course  of  the  disease  and  the  diagnosis  is  not  as 
easily  made  as  in  the  preceding. 

Fig.  5. — Inverting  cancer  of  the  cervical  canal  (x  ¥j)-  This  type 
is  apparently  less  frequent  and  less  malignant  than  the  same  type 
arising  in  the  portlo  vaginalis;  bleeding  may  not  occur  until  late 
In  the  course  of  the  dls(ase.  In  Its  eirly  stages  a  diagnosis  can  be 
made  only  through  curettage  of  the  cervical  canal. 
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sible  for  the  failure  of  its  recognition  while  it  is  still 
confined  to  that  organ.  In  a  large  percentage  of  the 
cases  the  condition  is  detected  too  late  for  anything  but 
palliative  treatment^  and  hysterectomy  is  attended 
with  a  high  primary  mortality  and  a  very  small  per- 
centage of  cures. 

On  account  of  its  greater  frequency^  malignancy  and 
importance,  cancer  of  the  cervix  alone  will  be  consid- 
ered in  this  communication. 

Clinical  experience  has  taught  that  only  a  small  per- 
centage of  patients  have  been  cured  by  operation;  thus 
suggesting  that  either  the  entire  growth  had  not  been 
removed  or,  through  faulty  technic,  the  pelvic  tissues 
had  been  infected  with  cancer  at  the  time  of  the  opera- 
tion, or  that  there  has  been  a  true  recurrence  of  the 
disease. 

It  is  evident  that  a  knowledge  of  the  exact  extent  of 
the  disease,  especially  in  the  "operable"  cases,  is  of  the 
greatest  importance  in  the  intelligent  treatment  of  this 
condition. 

The  study  of  the  specimens  removed  by  the  more  radi- 
cal operations  has  shown  that  the  disease  had  extended 
beyond  the  uterus  in  a  large  percentage  of  them.  The 
careful  studies  of  Kundrat*  in  Wertheim's  clinic  have 
been  of  great  value.  He  found  in  eighty  cases  that  the 
growth  had  extended  beyond  the  uterus  in  forty-eight 
and  that  in  all  but  four  of  these  the  parametrium  of  one 
or  both  sides  was  involved.  In  twenty-two  cases  the 
parametrium  was  involved  but  not  the  pelvic  lymph- 
nodes  which  had  been  removed.  Cancer  was  found  in 
the  lymph-nodes  in  twenty-six  cases.  Similar  studies 
have  been  made  in  other  clinics  and  they  all,  in  the 
main,  confirm  the  findings  of  Kundrat. 

In  1906  I  reported^  the  results  of  a  careful  study  of 
twenty-seven  specimens  removed  in  Dr.  Kelly's  clinic 
at  the  Johns  Hopkins  Hospital.     Cancer  was  found  in 

1.  Kundrat :   Arch.  f.  Gynftk..  1903,  Ixlz,  855. 

2.  Sampson,  J.  A. :   Am.  Jour.  Obst.,  1906,  Ut,  483. 
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the  parametrium  in  seventeen  instances,  eight  times  as 
direct  extension  alone,  either  in  the  form  of  thread-like 
processes  or  en  masse:  three  times  as  metastases  in  the 
lymph  structures  of  the  parametrium  without  any  evi- 
dence of  a  direct  extension  of  the  disease  from  the  cer- 
vix; and  in  six  cases  both  forms  of  invasion  were  pres- 
ent. In  nineteen  cases  some  of  the  pelvic  lymph-nodes 
had  been  removed,  and  cancer  was  found  in  nine  of 
these.  In  three  of  the  latter  there  was  no  evidence  of 
cancer  in  the  parametrium.  I  am  at  present  studying 
the  material  from  eighteen  additional  cases;  fourteen  of 
the  specimens  were  obtained  by  jne  at  operation,  and 
four  at  autopsy  from  patients  dying  during  the  advanced 
stages  of  the  disease.  These  latter  studies  are  being 
conducted  in  the  Bender  Hygienic  Laboratory  of  this 
city  where  I  have  been  granted  every  facility  for  this 
work.  While  it  is  not  yet  completed  it  confirms  the 
findings  in  the  previous  report. 

We  may  classify  cervical  cancer  according  to  its  ori- 
gin, whether  from  the  portio  vaginalis  or  from  the 
mucosa  of  the  cervical  canal.  Irrespective  of  their  situ- 
ation or  histologic  structure  the  growths  may  usually  be 
grouped  as  either  everting  (vegetative)  or  inverting 
(infiltrating).  Intermediate  types  are  seen,  and  pos- 
sibly in  the  progress  of  the  disease  a  growth  may  some- 
times pass  from  one  morphologic  type  into  the  other. 

The  everting  type,  arising  from  the  portio  vaginalis, 
forms  a  sessile  or  pedunculated  tumor  projecting  into 
the  vaginal  canal;  it  tends  to  spread  over  the  mucosa 
and  gradually  invades  the  underlying  tissues  (Fig.  3). 
It  is  apparently  less  malignant  and  less  frequent  than 
the  inverting  form. 

In  the  latter  variety  the  process  seems  to  be  reversed. 
The  growth  soon  extends  into  the  deeper  tissues  and 
sometimes  with  very  little  evidence  on  the  surface  (Fig. 
4).  Necrosis  often  occurs  early  with  a  resulting  loss  of 
tissue  and  the  formation  of  the  so-called  ulcers.    This 
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variety  is  apparently  the  more  frequent  one  and  also  the 
more  malignant.  It  soon  extends  beyond  the  uterus  by 
the  direct  invasion  of  the  adjacent  tissues  and  by  metas- 
tases to  the  lymphatic  structures  of  the  pelvis. 

The  two  varieties  may  also  arise  from  the  mucosa  of 
the  cervical  canal;  here  the  inverting  form  is  the  more 
frequent  and  malignant^  but  apparently  less  malignant 
than  that  arising  from  the  portio  vaginalis  possibly 
because  the  growth  does  not  begin  as  near  the  periphery 
of  the  cervix  (Fig.  5).  In  the  cases  which  I  have  stud- 
ied it  has  occurred  in  older  women  than  cancer  of  the 
portio  vaginalis. 

THE   DIRECT   EXTENSION  OF   CANCER   INTO   THE   TISSUES 
ADJACENT  TO  THE  UTERUS 

If  one  will  make  a  drawings  to  measure,  of  the  speci- 
men removed  and,  from  the  careful  study  of  sagittal 
and  cross-sections,  reconstruct  the  extent  of  the  growth 
in  this  drawing  a  very  clear  conception  of  the  exact  rela- 
tion between  the  two  may  be  obtained.  By  means  of 
these  studies  we  learn  that  cancer  may  invade  the  tis- 
sues adjacent  to  the  uterus  as  delicate  thread-like  proc- 
esses or  en  masse.  These  processes  are  sometimes  found 
in  the  nerve  sheaths,  other  times  in  definite  lymph-ves- 
sels but  more  often  in  whatever  tissues  are  nearest  the 
growth,  in  what  are  known  as  lymph-spaces.  The  para- 
metrium is  the  tissue  most  frequently  involved  and  often 
near  the  junction  of  the  cervix  and  the  vagina  (Fig.  6). 
This  is  a  very  unfortunate  situation  because  here  the 
cervix  is  in  its  closest  proximity  to  two  very  important 
structures,  namely,  the  bladder  and  the  ureters  (Fig.  7). 
Furthermore,  it  is  very  diflBcult  to  obtain  a  wide  exci- 
sion of  the  parametrium  at  this  level,  whereas  higher 
up,  where  the  direct  extension  is  less  frequent,  a  wide 
excision  is  much  easier.  The  growth  may  extend  ante- 
riorly, laterally  or  posteriorly.  In  its  anterior  extension 
it  soon  reaches  the  bladder,  in  its  lateral,  the  tissues 
about  the  ureters,  while  posteriorly  it  is  separated  from 
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the  rectum  by  the  cul-de-sac.  The  place  at  which  the 
cancer  extends  beyond  the  cervix  is  determined  by  many 
factors,  such  as  its  origin,  t.  e.,  whether  in  the  portio 
vaginalis  or  the  mucosa  of  the  cervical  canal^  whether 
in  the  anterior  or  posterior  lip  and  whether  near  the 
right  or  left  side.  There  are  other  factors  determining 
the  direction  of  its  growth  which  we  are  unable  to  ascer- 
tain. The  structures  involved  by  this  extension  are 
determined  by  the  above  factors  and  in  addition  the  situ- 
ation of  the  cervix  in  the  pelvis  whether  right  or  left 
lateral,  whether  in  descensus  or  high  in  the  pelvis  and 
also  whether  the  uterus  is  anteflexed  or  retroflexed. 

The  reaction  on  the  part  of  the  tissues  involved  varies 
greatly  in  different  specimens.  Often  there  is  an 
increase  in  connective  tissue;  at  other  times  an 
inflammatory  exudate  in  the  form  of  round  cells  or 
eosinophils  is  present ;  and  again  there  may  not  be  any 
apparent  reaction  on  the  part  of  the  tissue  surrounding 
the  growth.  The  reaction  may  sometimes  be  due  to  the 
presence  of  bacteria  in  the  necrotic  portion  of  the  growth, 
but  I  think  that  it  is  often  due  to  the  cancer  itself, 
because  the  tissues  involved  by  the  metastases  may  show 
the  same  reaction  as  those  involved  by  the  primary 
growth. 

The  Bladder. — In  the  study  of  the  specimens  obtained 
in  the  forty-one  operative  cases  the  musculature  of  the 
bladder  wall  was  found  to  be  invaded  by  cancer  in  eight 
(Fig.  8).  In  seven  of  these  it  occurred  at  the  level  pre- 
viously mentioned,  and  in  one  (cancer  arising  in  the 
cervical  canal)  the  involvement  was  so  great  that  the 
part  first  invaded  could  not  be  determined,  but  it  was 
apparently  at  a  little  higher  level  than  the  others.  In  a 
few  of  the  other  cases  the  bladder  was  found  adherent 
at  the  time  of  the  operation  and  a  portion  of  its  outer 
wall  was  removed  but  cancer  was  not  found  in  this  tis- 
sue. If  the  growth  causes  a  marked  reaction  in  the  sur- 
rounding tissues,  the  bladder  may  become  adherent  to 
the  cervix  before  the  growth  has  extended  through  the 
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Fig.  6. — The  most  frequent  situation  of  the  direct  Invasion  of 
cancer  into  the  parametrium.  From  drawing  showing  the  extent 
of  the  cancer  in  an  illustrative  case  (X  \^)-  I^  over  half  of 
the  oix?ratlve  cases  the  parametrium  is  already  invaded  by  cancer. 
This  occurs  most  frequently  at  the»  junction  of  the  cervix  and 
vagina  (see  arrow),  where  the  cervix  is  in  its  closest  proximity  to 
the  bladder  and  the  ureters. 
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Fig.  7. — Relation  betwe<'n  a  cancerous  cervix,  the  ureter  and 
bladder.  From  photograph  of  stained  cross-section  of  right  half 
of  the  cervix  and  adjacent  tissues  (x  -»,  operative  specimen.  The 
direct  extension  of  the  growth  from  the  cervix  soon  reaches  the 
bladder  and  the  tissues  about  the  ureter.  Note  that  the  tissues 
surrounding  the  ureter  form  an  Imperfect  sheath. 
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Fig.  8. — Tho  direct  extension  of  cnnnT  into  the  bladder  wall. 
From  photograph  of  stained  cross-section  of  entire  cervix  (X  D. 
operative  siH^clmen.  The  growth  has  invaded  the  parametrium  lat- 
erally and  the  bladder  wall  anteriorly.  The  bladder  is  often  Invaded 
early  In  the  direct  extension  of  cancer  from  the  cervix. 


F'lg.  y. — The  dlre(t  extension  of  cancer  Into  the  tissues  about 
the  ureter.  From  photograph  of  stained  cross-section  of  right  half 
of  the  cervix  and  adjac«'nt  tissues  (  X  2).  operative  specimen.  The 
growth  has  Invaded  the  tissues  (sheath)  about  the  ureter,  causing 
a  hypertrophy  of  the  latter,  which  may  temporarily  protect  the 
ureter.  The  tissues  al>out  the  ureter  are  often  Involved  early  In  the 
direct  extension  of  cancer  from  the  cervix. 
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Fig.  10.  -Marked  hypertrophy  of  the  tissues  of  the  parametrium 
invaded  by  cancer.  From  photoi^^raph  of  stained  cross-section  of 
left  half  of  the  cervix  and  adjacent  tissues  (X  2),  operative  spec- 
imen. This  is  often  present  and  may  temporarily  checlc  the  exten- 
sion of  the  growth.  It  causes  the  parametrium  to  feel  indurated, 
restricts  the  mobility  of  the  cervix  and  deceives  one  as  to  the  exact 
extent  of  the  disease.  V  represents  the  space  occupied  by  the 
ureter;  the  tissues  about  it  ( sheath »  were  greatly  hypertrophied 
and  these  were  incised  at  x  and  the  ureter  shelled  out. 
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Fig.  11. — The  direct  Invasion  of  the  bladder  wall  and  the  ureter 
by  cancer.  From  photograph  of  Htalned  cross-section  of  right  half 
of  the  cervix  and  xidjacent  tissues  (X  i^).  operative  specimen.  The 
bladder  wall  and  ureter  are  both  Invaded  by  cancer.  The  ureter, 
while  often  invaded  In  the  advanced  stages  of  the  disease,  Is  appar- 
ently rarely  invaded  In  the  operative  cases  even  when  the  surround- 
ing tissues  contain  cancer.  It  seems  to  be  more  resistant  than 
the  surrounding  tissues. 
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Fig.  12. — The  direct  invasion  of  the  bladder  wall  and  the  intra- 
mural portion  of  the  ureter  by  cancer.  From  photograph  of 
stained  cross-section  of  left  half  of  the  cervix  and  adjacent  tissues, 
autopsy  specimen.  The  Intramural  portion  of  the  ureter  has  been 
occluded  by  cancer  causing  hydro-ureter  above. 


Fig.  13. — Direct  extension  of  cancer  into  the  parametrium  Invad- 
ing and  occluding  the  ureter.  From  photograph  of  stained  cross- 
section  of  left  half  of  the  cervix  and  adjacent  tissues  (X  1^. 
autopsy  specimen.  Note  the  absence  of  any  hypertrophy  (reaction) 
of  the  tissues  about  the  cancer  in  the  parametrium.  Apparently 
there  is  very  little  resistance  offered  to  its  extension. 


Digitized  by 


Google 


Digitized  by 


Google 


Fig".  14. — Direct  extension  of  cancer  in  the  walls  of  the  ureter. 
From  the  same  specimen  as  Fl>;ure  13.  at  a  lower  level.  The  growth 
in  the  ureter  appears  as  a  metastasis,  but  is  not.  It  is  the  direct 
extension  downward  in  the  ureteral  wall  from  the  cancer  shown  in 
Figure  13. 


Fig.  15. — Metastasis  in  lymph-node  inconstantly  present  near 
the  crossing  of  the  ureter  by  the  uterine  vessels.  From  photograph 
of  stained  cross-section  of  right  half  of  the  cervix  and  adjacent 
tissues   (X  2)>  operative  specimen. 
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FIk.  16.- -Metastasis  In  a  small  lymph-node  of  the  parametrium. 
From  photograph  of  stained  cross-section  of  right  half  of  the  cervix 
and  adjacent  tissues  (X  -).  oi>erative  specimen.  These  nodes  are 
normally  present  in  varying  numbers  and  are  apparently  sometimes 
increased  in  size  and  number  in  uterine  cancer.  A  metastasis  is 
present  in  the  periphery  of  the  larger  node.  It  is  possible  that  these 
fiodes  may  sometimes  prevent  metastases  from  reaching  more  dis- 
tant  nodes. 
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Fig.  17. — Metastasis  In  an  "intravascular"  lymph-node  of  the 
parametrium.  From  photograph  of  stained  cross-section  of  the  left 
half  of  the  parametrium  (X  -).  oi)eratlve  specimen.  These  nodes 
project  into  the  lumen  of  the  lymph-vessels  lilce  sponges,  are  pos- 
sibly newly  formed,  and  it  is  possible  that  they  sometimes  check 
cancer  as  it  is  carried  along  the  lymph-ve.ssels. 
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Fig.  18. — The  abdominal  and  pelvic  lympli-nodes.  The  patient 
died  on  the  seventeenth  day  after  the  operation  for  cervical  cancer 
from  bilateral  renal  infection  (note  the  increase  in  size  and  also 
apparently  in  numbers  of  the  lumbar  nodes).  The  abdominal  and 
pelvic  blood-vessels  with  their  accompanying*  lymphatics  were 
removed  at  autopsy.  The  lymph-nodes  represented  were  found  and 
carefully  examined  ;  no  metastases  were  discovered.  The  drawing 
shows  the  number  of  nodes  which  may  be  present  and  suggests 
the  great  difficulty  in  removing  all  of  them  at  operation.  See  the 
following  Illustration. 
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cervical  tissues.  This  may  be  detected  during  the  opera- 
tion in  attempting  to  free  the  bladder  from  the  cervix. 

A  cystoscopic  examination  was  made  before  the  oper- 
ation in  the  majority  of  the  cases  referred  to  in  this 
paper  and  I  have  also  examined  the  bladder  in  other 
cases.  One  is  not  always  able  to  determine  from  this 
examination  whether  or  not  the  bladder  is  involved;  in 
some  cases  I  have  thought  it  was,  and  later  it  proved  not 
to  be,  and  vice  versa.  If  the  involvement  is  slight  there 
may  not  be  any  changes  which  may  be  detected  through 
the  cystoscope.  In  other  cases  one  may  detect  a  local- 
ized thickening  of  the  bladder  wall  with  or  without  any 
apparent  change  in  the  mucosa.  The  latter  is  sometimes 
injected  or  edematous.  In  the  later  stages  of  the  dis- 
ease the  growth  itself  may  be  easily  seen.  The  early 
involvement  of  the  bladder  has  not  received  the  atten- 
tion it  deserves.  Its  most  important  feature  is  that  the 
growth  may  invade  the  intramural  portion  of  one  or  both 
ureters. 

llie  Ureters. — It  is  well  known  that  hydro-ureter  and 
hydronephrosis,  due  to  compression  or  actual  invasion 
of  the  lower  end  of  the  ureters,  exists  in  a  large  per- 
centage of  the  patients  dying  in  the  advanced  stages  of 
the  disease.  The  renal  insufficiency  resulting  from  stric- 
ture of  the  ureters  is  a  frequent  cause  of  death.  The 
proximity  of  the  ureters  to  the  cervix,  the  early  invasion 
of  the  parametrium,  especially  at  the  level  where 
the  ureters  are  nearest  the  cervix,  the  frequency 
of  accidental  injury  to  these  ducts  in  hysterectomy  for 
uterine  cancer,  together  with  the  autopsy  findings  men- 
tioned above,  would  cause  one  to  infer  that  the  ureters 
were  actually  involved  by  the  growth  soon  after  its 
extension  from  the  cervix.  I  have  studied  very  carefully 
the  parametrial  portion  of  twelve  ureters  (twice  a  dou- 
ble ureter  was  present,  thus  making  fourteen)  which  had 
been  resected  on  account  of  the  apparent  invasion  of  the 
parametrium  about  the  ureters  by  cancer.    In  four  cases 
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both  ureters  had  been  resected  and  in  four  only  one.  In 
only  one  instance  was  I  able  to  find  a  ureter  actually 
invaded  by  cancer.  In  all  these  cases  cancer  was  pres- 
ent in  the  parametrium  and  in  some  the  invasion 
extended  into  the  tissues  about  and  even  beyond  the 
ureter.  The  single  instance  of  invasion  of  the  ureter 
occurred  in  its  intramural  (vesical)  portion  from  can- 
cer present  in  the  wall  of  the  bladder. 

I  have-concluded  (possibly  from  insufficient  data)  that 
the  ureter  is  rarely  invaded  in  the  operative  cases  and 
have  attributed  this  to  three  possible  factors,  first,  its 
peristalsis,  second,  the  protection  afforded  by  its 
'^sheath,*'  and  third,  that  there  may  be  sufficient 
difference  in  the  lymphatics  of  the  cervix  and 
ureters  to  render  the  early  invasion  of  the  latter 
infrequent.  It  seems  remarkable  that  in  a  series  of 
foriy-one  cases  the  bladder  was  involved  in  eight 
instances  and  a  ureter  only  once  and  yet  we  realize  that 
the  main  Ijrmpli-channels  from  the  cervix  cross  the  para- 
metrial  portion  of  the  ureter.  In  previous  papers  I  have 
called  attention  to  the  "ureteral  sheath"  and  have  stated 
that  I  believed  that  the  peristalsis  of  the  ureter  con- 
verted the  tissues  about  it  into  a  form  of  sheath  which 
is  not  a  distinct  anatomic  structure  but  simply  the  tis- 
sues along  the  course  of  the  ureter  which  had  been 
molded  into  this  shape  (Fig.  7).  In  those  cases  in 
which  the  parametrium  is  invaded  and  there  is  a  reac- 
tion on  the  part  of  the  tissues  involved  with  the  forma- 
tion of  connective  tissue,  this  "sheath**  may  become 
markedly  hypertrophied  (Figs.  9  and  10).  In  this 
hypertrophied  condition  it  may  afford  temporary  pro- 
tection to  the  ureters.  As  this  hypertrophy  increases 
the  ureter  becomes  compressed  and  later  may  become 
invaded  by  cancer.  This  marked  thickening  t)f  the 
"sheath**  may  possibly  arise  from  two  sources,  first,  the 
reaction  arising  from  its  invasion  by  cancer  and  second, 
the  local  iiTitation  caused  by  the  ureter  rubbing  against 
it  during  its  peristalsis. 
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Prom  the  study  of  material  obtained  at  autopsy  of 
those  dying  in  the  advanced  stages  of  the  disease  I  have 
found  that  the  ureter  may  become  involved  from  three 
sources;  first,  its  intramural  (vesical)  portion  from 
cancer  in  the  bladder  wall  (Fig.  12),  second,  its  para- 
metrial  portion  from  the  direct  extension  from  the  pri- 
mary growth  (Fig.  13)  or  from  metastases  to  lymph- 
nodes  of  the  parametrium,  and  tliird,  the  pelvic  por- 
tion above  the  parametrium  from  the  direct  extension 
from  metastases  in  the  pelvic  lymph-nodes.  Once  gain- 
ing access  to  the  ureter,  the  growth  may  extend  in  its 
walls  and  sections  taken  at  other  levels  may  show  what 
appear  like  metastases  in  the  ureter  (Fig.  14). 

The  Vagina. — The  involvement  of  the  vagina  presents 
three  pictures :  the  direct  extension  over  the  surface,  the 
direct  invasion  of  the  deeper  structures  from  above 
which  may  appear  without  any  evidence  of  the  disease 
on  the  surface  other  than  a  slight  elevation  caused  by 
the  growth  in  the  underlying  tissues,  and  finally  the 
so-called  implantations.  Aside  from  an  occasional  slight 
involvement  of  the  vagina  at  its  junction  with  the  cer- 
vix, in  only  four  of  the  forty-one  operative  cases  was 
there  any  marked  invasion  of  its  tissues. 

I  have  had  the  opportunity  to  study  only  one  ''vaginal 
implantation"  where  the  tissue  between  it  and  the  pri- 
mary tumor  was  intact.  In  this  instance  I  found  that 
the  implantation  was  apparently  connected  with  the  pri- 
mary tumor  by  a  thread-like  process  of  cancer,  t.  e.,  it 
was  a  direct  extension  of  the  growth  and  did  not  result 
from  a  "retrograde  metastasis'^  or  implantation  of  can- 
cer cells  in  an  abrasion  of  the  vaginal  mucosa.  I  used 
the  word  "apparently**  because  complete  serial  sections 
were  not  made  and  thus  I  cannot  state  that  the  thread 
of  cancer  was  intact  for  its  entire  course  from  the  prim- 
ary growth  to  the  nodule  in  the  vaginal  mucosa. 

Rectum. — In  only  one  of  the  operative  cases  was  the 
rectum  invaded,  and  this  resulted  from  the  direct  exten- 
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sion  posteriorly  with  obliteration  of  the  cul-de-sac  and 
invasion  of  the  anterior  wall  of  the  rectum.  The  rectum 
may  also  be  invaded  by  the  extension  of  cancer  in  the 
posterior  vaginal  wail. 

Body  of  the  Uterus,  Tubes,  and  Ovaries. — The  body 
of  the  uterus  was  involved  in  only  seven  of  the  forty-one 
cases,  and  in  all  of  these  the  disease  was  advanced.  This 
is  more  apt  to  occur  in  cancer  arising  in  the  cervical 
canal^  especially  if  it  is  of  the  adenomatous  variety. 
The  tubes  and  ovaries  were  not  examined  microscopi- 
cally in  this  series,  but  there  was  no  evidence  of  cancer 
in  them  which  could  be  detected  in  the  gross  specimens. 

METASTASES 

Apparently  if  cancer  once  gains  access  to  a  lymph- 
vessel  it  either  grows  in  the  vessel  in  continuity 
with  the  primary  growth  or,  if  set  free,  it  is 
carried  by  the  lymph-stream  and  usually  does  not  stop 
until  it  reaches  a  lymph-node  whether  it  be  situated  in 
the  parametrium  or  further  on.  Metastases  to  struc- 
tures other  than  lymph-nodes  are  very  unusual. 

Metastases  may  be  divided  into  four  regional  groups 
occurring  in  the  following  regions:  The  parametrium, 
pelvic  lymph-nodes,  abdominal  lymph-nodes,  and  lastly, 
other  parts  of  the  body. 

Parametrium. — Metastases  to  the  lymphatic  struc- 
tures in  this  situation  are  of  frequent  occurrence.  A 
careful  study  of  the  parametrium  has  been  completed  in 
thirty-two  of  the  forty-one  operative  cases  and  paramet- 
rial  metastases  were  found  in  ten  of  these.  In  this 
situation  we  may  recognize  four  varieties  of  lymph- 
nodes  : 

1.  The  relatively  large  lymph-node  which  is  incon- 
stantly found  near  the  crossing  of  the  ureter  by  the 
uterine  vessels. 

2.  Small  lymph-nodes  scattered  throughout  the  para- 
metrium. 
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3.  Small  lymph-nodes  projecting  into  the  Ijrmph-ves- 
sels,  i,  e.,  intravascular  lymph-nodes. 

4.  Newly  formed  l}Tnph-node8  which  apparently  do 
not  bear  any  relation  to  the  lymph-vessels  and  in  which 
I  have  never  seen  any  metastases. 

The  Parametrial  Lymph-Node  Inconstantly  Present  at 
the  Crossing  of  the  Ureter  by  the  Uterine  Vessels. — It 
was  found  and  removed  eight  times  in  this  series  of 
forty-one  cases  (and  only  on  one  side).  Cancer  was 
present  in  three  of  the  nodes  removed  and  in  none  of 
these  did  it  apparently  alter  in  any  way  the  surrounding 
tissue  (Fig.  15). 

Small  Lymph-Nodes  Scattered  Throughout  the  Para^ 
metrium, — These  are  apparently  tjrpical  lymph-nodes 
and  occur  normally  in  varying  number.  They  were 
present  in  the  parametrium  obtained  at  autopsy  from 
six  women  dying  from  other  causes  than  uterine  cancer 
and  were  foimd  in  the  parametrium  of  all  specimens 
of  cervical  cancer  I  have  studied.  They  are  apparently 
sometimes  increased  in  numbers  in  the  latter  cases  and 
occasionally  in  size.  They  are  usually  found  along  the 
course  of  the  main  lymph  vessels.  In  one  instance  a 
tjrpical  node  was  found  in  the  tissues  of  the  cervix  itself 
(outer  portion).  Metastases  were  foimd  in  these  nodes 
in  four  of  the  thirty-two  cases  in  which  a  complete  study 
of  the  parametrium  has  been  made  (Fig.  16).  In  one 
case  there  was  a  thickening  of  the  tissues  about  the  node 
and  in  another  the  retrograde  growth  of  the  cancer  from 
the  node  into  the  afferent  lymph-vessel.  The  infected 
nodes  were  apparently  not  increased  in  size  and  in  two 
there  was  no  change  in  the  surrounding  tissues. 

Intravascular  Lymph^Nodes. — These  small  nodes  pro- 
ject into  the  lumen  of  the  lymph-vessels  like  sponges.  I 
do  not  know  if  they  may  occur  normally  in  the  para- 
metrium or  if  they  may  be  associated  with  diseased  uter- 
ine conditions  other  than  cancer.  They  were  not  present 
in  the  six  autopsy  specimens  previously  mentioned  and 
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I  have  found  them  in  only  four  specimens  of  uterine 
cancer  and  only  in  the  parametrium.  In  three  of  these 
four  cases^  cancer  was  found  in  one  or  more  of  these 
nodes  (Fig.  17).  Possibly  they  are  newly  formed 
lymph-nodes  and  later  develop  into  the  small  lymph- 
nodes  previously  described;  or  they  may  be  the  latter 
observed  under  different  conditions  of  activity.  In  one 
specimen  they  were  very  numerous;  in  a  section  taken 
at  one  level  eight  were  present. 

Small  Lymph-Nodes  Which  Apparently  Do  Not  Bear 
Any  Relation  to  the  Lymph-Vessels, — Collections  of 
lymphoid  tissue  about  blood-vessels  may  be  present  in 
large  numbers,  appearing  in  the  section  as' darkly  stained 
areas  the  size  of  miliary  tubercles.  They  apparently 
owe  their  origin  to  a  stimulus  directly  or  indirectly 
caused  by  the  cancer,  but  do  not  necessarily  bear  any 
relation  to  the  lymph-vessels.  I  have  never  seen  any 
metastases  in  these  nodes. 

Pelvic  and  Abdominal  Lymph-Nodes. — The  study  of 
the  material  obtained  from  those  operations  where  some 
of  the  pelvic  lymph-nodes  have  been  removed  have 
shown  that  metastases  occur  in  from  one-third  to  one- 
half  of  these  cases.  I  have  studied  the  material  from 
twenty-three  of  these  cases  and  found  cancer  in  the 
pelvic  lymph-nodes  in  twelve.  While  these  metastases 
occur  more  frequently  in  patients  with  extensive  pri- 
mary tumors  they  may  be  present  in  very  early  cases. 
The  primary  tumor  may  be  very  small,  the  parametrium 
free  and  yet  metastases  may  be  present.  This  occurred 
especially  in  the  inverting  type  arising  in  the  vaginal 
portion  of  the  cervix.  The  glands  most  frequently 
foimd  involved  were  those  situated  in  the  triangle 
between  the  external  and  internal  iliac  vessels  and  along 
the  external  iliacs.  I  do  not  think  that  my  observations 
are  of  any  great  value  in  determining  the  exact  distribu- 
tion of  metastases  in  the  pelvic  lymph-nodes  because  the 
above  mentioned  nodes  were  the  ones  most  frequently 
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removed  and  often  others  were  not  removed  which 
might  have  been  infected.  Cancerous  nodes  were  found 
at  the  promontory  and  even  in  the  lumbar  region  in 
operative  cases. 

I  have  studied  all  the  abdominal  and  pelvic  lymph- 
nodes  in  three  operative  cases.  The  patients  died  as  the 
result  of  the  operation  and  the  lymphatics  were  obtained 
at  autopsy.  All  the  glands  were  cut  and  an  attempt 
was  made  either  to  find  or  to  exclude  cancer.  This  was 
done  by  cutting  the  entire  gland  in  alternately  thin  and 
thick  sections^  staining  all  the  sections  and  mounting 
them  in  water  and  examining  them  with  the  lower  power 
of  the  microscope.  If  any  doubt  arose  the  doubtful  sec- 
tion was  mounted  in  balsam  and  examined  more  care- 
fully. Metastases  were  foimd  in  only  one  of  these  cases. 
In  this  instance  three  nodes  were  foimd  to  contain  can- 
cer (Fig.  19). 

The  early  metastases  are  usually  found  in  the  periph- 
ery of  the  node  along  its  convex  border  or  near  its  prox- 
imal pole.  The  reaction  varies  greatly.  A  node,  even 
when  nearly  completely  destroyed  by  cancer,  may  be  but 
very  little  increased  in  size  and  without  any  change  in 
the  surroimding  tissues.  The  node  may  be  greatly 
enlarged  and  still  the  surrounding  tissue  may  be  appar- 
ently imaltered.  In  other  cases  there  may  be  a  marked 
increase  in  the  connective  tissue  about  the  infected  node 
even  when  not  actually  invaded  by  cancer  (Fig.  20). 

Metastases  to  the  lymph-nodes  in  other  parts  of  the 
body  may  occur  but  they  are  very  infrequent. 

CONCLUSION 

The  term  "cancer  of  the  uterine  cervix'^  defines  the 
exact  condition  present  in  only  a  very  small  percentage 
of  the  cases  when  first  seen  by  the  physician.  In  more 
than  half  of  them  the  growth  has  so  extensively  invaded 
the  adjacent  structures  that  palliative  treatment  alone  is 
indicated  and  in  over  half  of  the  operative  cases  the 
growth  has  already  extended  beyond  the  uterus.    As  in 
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its  extension  it  invades  the  lymph-spaces  of  the  adja- 
cent tissues  and  metastases  occur  in  the  lymph-nodes 
of  the  parametrium^  pelvis  and  even  the  abdomen,  this 
condition  should  be  studied  and  treated  as  carcinoma  of 
the  lymphatics  of  the  uterus  and  adjacent  tissues. 

In  its  direct  extension  the  lymph-spaces  of  the  para- 
metrium are  usually  first  invaded,  then  those  of  the 
bladder  wall  and  rarely,  in  the  operative  cases,  those  of 
the  ureters,  although  the  tissues  about  them  may  be 
infected  and  in  this  way  the  ureter  may  be  compressed. 
Later  in  the  course  of  the  disease  one  or  both  ureters 
are  very  apt  to  be  invaded. 

Metastases  to  the  pelvic  lymph-nodes  are  present  in  at 
least  one-third  and  possibly  over  half  of  the  operative 
cases.  While  they  are  more  frequently  found  in  the 
advanced  than  in  the  early  ones,  they  may  be  present  in 
cases  in  which  the  primary  growth  is  very  small  and  the 
adjacent  tissues  free  from  cancer.  Metastases  to  the 
abdominal  nodes  are  Rometimes  present  in  the  operative 
cases.  I  do  not  know  their  frequency  and  whether  or 
not  they  may  be  present  in  the  very  early  ones. 

Should  the  operative  treatment  of  this  condition  be 
based  solely  on  laboratory  findings  it  would  consist  in 
first,  dissecting  the  lymphatics  from  the  blood-vessels 
of  the  lower  abdomeji  and  pelvis,  then  freeing  all  the 
tissue  lateral  to  the  cervix  from  each  pelvic  wall  and 
removing  it,  together  with  the  lower  portion  of  both 
ureters,  the  uterus  and  any  portion  of  the  bladder  wall 
which  may  be  adherent.  We  know  that  the  ureters  are 
actually  invaded  by  cancer  in  only  a  small  percentage  of 
the  operative  cases  but  the  tissue  about  them  is  very 
likely  to  be  invaded  and  the  main  lymph-vessels  cross 
them.  In  order  to  remove  this  tissue  undisturbed  the 
lower  portion  of  the  ureters  would  have  to  be  sacrificed. 
The  clean  dissection  of  the  lymphatics  of  the  lower 
abdomen  and  pelvis  is  very  difficult  even  in  a  cadaver  and 
takes  a  long  time — too  long  with  our  present  technic 
for  any  patient  to  stand  on  the  operating  table.     The 


Digitized  by 


Google 


Fig.  19. — Metastases  in  the  pelvic  and  abdominal  i3'mpb-nodes. 
The  patient  died  on  the  fifth  day  after  the  operation.  The 
abdominal  and  pelvic  blood-vessels  with  their  accompanying  lym- 
phatics were  removed  at  autopsy.  The  lymph-nodes  represented 
were  found  and  carefully  studied.  Metastases  were  found  in  those 
indicated. 
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FiK.  20. — Metastases  in  pelvic  and  abdominal  lymph-nodes  show- 
ing variations  in  reaction  on  part  of  nodes.  From  photograph  of 
stained  sections  of  these  nodes  (X  !)•  operative  specimens.  A, 
early  metastasis  In  the  proximal  pole  of  an  Iliac  node.  The  node 
is  apparently  hypertrophled,  but  there  is  no  reaction  In  the  tissues 
at>out  it.  B,  metastasis  in  a  similar  node.  Over  half  of  the  node 
has  been  replaced  by  cancer,  yet  the  node  Is  apparently  but  very 
little  Increased  in  size  and  the  tissues  about  it  are  unaltered.  C, 
another  metastasis  showing  that  the  cancer  has  invaded  the  sur- 
rounding tissues  and  these  are  markedly  thickened.  D,  lumbar 
node  diffusely  invaded  by  cancer  and  greatly  enlarged.  There  was 
no  reaction  on  the  part  of  the  surrounding  tissues. 


Fig.  21. — Advanced  cancer  of  the  cervix  with  extensive  involve- 
ment of  the  bladder  and  resulting  vesicovaginal  fistula  (patient 
only  25  years  of  age).  From  photograph  of  medium  sagittal  sec- 
tion of  the  pelvis.  Line  A-B  indicates  the  plane  at  which  the  section 
Illustrated  in  the  following  figure  was  taken. 
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Fig.  22. — Cross-section  of  the  pelvis  through  the  plane  A-B  in 
Figure  21.  Wires  are  Inserted  in  the  lumina  of  both  ureters.  The 
one  in  the  right  ureter  can  be  seen  protruding  Into  the  bladder  at 
the  margin  of  the  vesicovaginal  fistula.  The  ureteral  walls  are 
invaded  by  cancer,  causing  hydro-ureter,  hydronephrosis  with  result- 
ing renal  insufficiency  and  death. 
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Fig.  23. — Cross-section  of  tho  pelvis  through  the  plane  C-D  in 
Figure  '21.  Caneer  In  the  tissues  about  the  Iliac  vessels  can  be  seen 
resulting  from  the  extension  of  the  metastases  In  the  Iliac  lymph- 
nodes.  Marked  bilateral  hydro-ureter  Is  present,  due  to  the  Inva- 
sion and  consequent  constriction  of  these  ducts  at  a  lower  level ; 
see  Figure  22.  The  diameter  of  the  left  ureter  is  as  great  as  that 
of  the  rectum  at  this  level. 
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resection  of  the  ureters  and  their  implantation  into  the 
bladder  is  attended  with  the  danger  of  compressing 
them,  thus  causing  renal  insuflBciency  and  possibly  lead- 
ing to  renal  infection.  Such  an  operation  is  attended 
with  a  prohibitive  primary  mortality. 

My  own  experience  in  the  early  cases  with  a  wide 
excision  of  the  parametrium  and  freeing  the  ureters 
with  or  without  the  removal  of  the  accessible  pelvic  nodes 
has  been  attended  with  'a  very  low  primary  mortality  (I 
have  not  lost  a  favorable  early  case)  and  I  hope  for  a 
high  percentage  of  cures.  This  group  of  cases  is  small 
and  sufBcient  time  has  not  elapsed  to  render  my  statis- 
tics of  any  definite  value.  On  the  other  hand,  the  oper- 
ative treatment  of  the  advanced  cases,  in  which  I  have 
sacrificed  a  portion  of  one  or  both  ureters  or  resected 
portions  of  the  bladder  wall  (and  in  one  case  a  portion 
of  the  rectal  wall)  has  been  attended  with  a  high  pri- 
mary mortality  (50  per  cent.)  and  the  growth  has 
recurred  in  all  patients  who  have  survived  the  operation. 
The  treatment  of  the  so-called  border-line  cases,  in 
which  there  has  been  a  wide  excision  of  the  paramet- 
rium with  freeing  the  ureters,  has  also  been  attended 
with  a  high  primary  mortality  and  the  growth  has 
recurred  early  in  the  majority  of  them.  On  the  other 
hand  two  patients  who  were  operated  on  in  July,  1905, 
and  which  were  unfavorable  cases  are  at  present 
apparently  free  from  cancer.  In  one  of  these,  metas- 
tases were  found  in  the  pelvic  lymph-nodes.  Such 
instances  as  these  encourage  one  to  operate  in  unfavor- 
able cases. 

As  a  resiJt  of  a  combined  laboratory  and  clinical 
study  I  wish  to  emphasize  the  following  points: 

1.  In  over  one-half  of  the  operative  cases  the  growth 
has  extended  beyond  the  uterus  at  the  time  of  the  oper- 
ation and  the  recurrence  after  operation  is  usually  (pos- 
sibly always)  but  a  continuation  of  a  growth  not 
entirely  removed. 
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2.  Certain  types  are  more  malignant  than  others.  In 
my  experience  the  inverting  type  arising  in  the  portio 
vaginalis  is  the  most  frequent  and  most  malignant  vari- 
ety, the  same  type  arising  from  the  mucosa  of  the  cervi- 
cal canal  is  less  frequent  and  less  malignant,  while  the 
eveiiing  type  is  still  less  frequent  and  malignant.  As 
was  stated  in  the  beginning  of  the  paper,  carcinoma  of 
the  body  is  so  much  less  frequent  and  less  malignant 
than  cervical  cancer  that  it  was  not  further  considered 
in  this  paper. 

3.  The  reaction  on  the  part  of  the  tissues  invaded  by 
cancer  varies  greatly. 

A.  Sometimes  there  is  very  little,  thus  suggesting  that 

it  is  unable  to  resist  its  invasion. 

B.  At  other  times  tliere  is  a  marked  increase  in  con- 

nective tissue  about  the  cancer  which  may  retard 
its  growth. 

C.  The  lymph-nodes  of  the  parametrium  are  some- 

times increased  in  size  and  new  ones  are  appar- 
ently formed-    These  may  check  metastases. 

4.  We  are  unable  to  judge  definitely  of  the  extent  of 

the  disease  before  the  operation. 

A.  The  growth  may  appear  to  be  very  early  and  yet 

metastases  may  be  present  (especially  true  of  the 
inverting  type. 

B.  The  primary  growth  may  seem  very  extensive  and 

yet  be  entirely  local. 

C.  A  normal-feeling  parametrium  does  not  exclude 

the  possibility  of  cancer  in  its  tissues. 

D.  The  induration  felt  in  the  parametrium  is  not 

always  due  to  carcinoma. 

E.  For  the  above  reasons  an  apparently  favorable  case 

may  prove  unfavorable  and  vice  versa.    Explora- 
tory operations  are  sometimes  justifiable. 

5.  The  most  radical  operation  consistent  with  a  "per- 
missible primary  mortality^'  is  indicated,  especially  in 
the  early  cases.  The  first  requisite  of  this  operation  is 
a    wide    excision    of   the    parametrium.     The    routine 
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removal  of  the  pelvic  lymph-nodes  is  still,  in  my  mind, 
a  debatable  procedure  with  our  present  technic.  If  the 
nodes  have  not  been  removed,  cancer  has  been  left  behind 
in  at  least  one-third  and  possibly  in  over  half  of  our 
operative  cases.  Against  their  removal  it  may  be  said 
that  it  increases  the  primary  mortality  and  that  patients 
in  whom  metastases  have  not  yet  occurred  will  die  from 
the  operation  who  would  have  survived  had  this  not  been 
done.  It  is  also  impossible  to  remove  at  operation  all 
the  lymph-nodes  which  may  be  infected,  and  at  best  we 
must  be  satisfied  with  their  incomplete  removal.  The 
more  thorough  and  complete  the  operation  the  greater 
the  chance  for  curing  the  patient  and  for  these  reasons 
we  should  do  the  most  thorough  operation  which  we 
believe  that  each  individual  patient  will  stand. 

6.  Extensive  operations  in  advanced  cases  are  usually 
unjustifiable  and  great  care  should  be  exercised  in  the 
choice  of  the  border-line  cases  in  which  operation  should 
be  done. 

7.  The  most  important  aid  to  the  treatment  of  this 
condition  is  an  earlier  diagnosis. 

8.  An  earlier  diagnosis  could  have  been  made  in  the 
majority  of  our  cases.  Sometimes  symptoms  referable 
to  the  growth  do  not  arise  until  late  in  the  course  of  the 
disease,  but  in  over  half  of  the  forty-one  operative  cases 
referred  to  in  this  communication  there  was  a  history 
of  neglected  uterine  bleeding  of  over  six  months*  dura- 
tion. 
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THE  RESULTS  OBTAINED  BY  THE  RADICAL 

ABDOMINAL  OPERATION  FOR  CARCI- 

NOMA  OF  THE  UTERUS 


J.  H.  JACOBSON,  M.D. 

TOLEDO,   OHIO 


The  evolution  of  the  modem  radical  operation  for  the 
cure  of  cancer  of  the  utems  has  kept  pace  not  only  with 
the  general  evolution  and  progress  in  surgery  but  with 
the  modem  conceptions  of  the  pathology  of  cancer 
as  well. 

Attempts  at  the  cure  of  cancer  of  the  uterus  by  vaginal 
hysterectomy  are  recorded  early  in  the  nineteenth  cen- 
tury; thus  we  find  that  in  1813  Langenbeck  made  a 
vaginal  hysterectomy  for  uterine  cancer.  Sauter,  in 
1821,  was  the  first  to  remove  deliberately  a  cancerous 
uterus  by  the  vaginal  route.  After  these  first  attempts 
at  cures  by  hysterectomy,  isolated  instances  of  operations 
for  this  terrible  disease  are  on  record,  but  none  were  fol- 
lowed by  any  great  success.  The  real  beginning  of  the 
modem  operation  was  in  1878,  when  W.  A.  Freund,  of 
Breslau,  reported  the  first  abdominal  operation  for  can- 
cer of  the  uterus.  In  the  same  year  Freund  was  able  to 
report  five  other  cases.  Von  Rosthom^  tells  us  that  he 
saw  one  of  these  patients  exhibited  at  Breslau  in  1904. 
The  patient  was  well  twenty-six  years  after  the  opera- 
tion. This  case  is  all  the  more  remarkable  as  having 
been  diagnosed  at  the  Breslauer  Pathological  Institute  as 
"tubular  carcinoma  of  the  vaginal  portion  of  the  cervix, 
with  isolated  cancer  of  the  fundus.*'  In  the  same  year 
Czemy,  of   Heidelberg,    originated    and   published    an 
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fwcount  of  his  method  of  vaginal  hysterectomy  for  can- 
cer of  the  utems. 

The  effect  of  these  publications  was  to^  stimulate  a 
great  enthusiasm  among  surgeons  everywhere.  It  was 
found,  however,  that  a  very  high  primary  mortality  rate 
accompanied  the  abdominal  method  (74  per  cent. — 
Qusserow),  and  that  the  operation  by  the  vaginal  route 
was  much  safer,  having  a  mortality  rate  of  32  per  cent. 
The  greater  safety  in  the  vaginal  route  led  for  a  time  to 
a  general  abandonment  of  the  abdominal  method.  The 
vaginal  method  was  championed  by  Schroeder,  Billroth. 
Martin,  Mikulicz,  Olshausen,  Schauta,  Chrobak  and 
others. 

A  number  of  modifications  of  both  methods  were  soon 
published.  Duhrssen  made  lateral  incisions  in  the 
vagina  as  far  as  the  introitus  to  facilitate  the  removal  of 
the  parametric  tissue;  Schuchart's  paravaginal  incision 
was  for  the  same  purpose.  Mackenrodt  covered  the  car- 
cinoma by  flaps  from  the  anterior  i^nd  posterior  vaginal 
walls  and  used  the  Paquelin  cautery  for  making  all 
incisions,  constituting  what  he  termed  "igni-extirpa- 
tion.*^  This  operation  he  later  abandoned  in  favor  of 
the  radical  abdominal  method.  John  Byrne,*  of  Brook- 
lyn, made  high  amputations  of  the  cervix  and  vaginal 
hysterectomy  with  the  galvanocautery.  Bichelot  and 
Pean  avoided  ligatures  and  introduced  the  clamp  method 
of  vaginal  extirpation. 

The  vaginal  hysterectomy  for  cancer  is  still  practiced 
by  Olshausen,  Chrobak,  Schauta,  Pozzi  and  others.  All, 
however,  attempt  to  broaden  the  field  of  operation  and 
endeavor  to  imitate  the  radical  features  of  the  modem 
abdominal  route.  At  the  present  time  the  best  reports 
which  we  have  of  the  vaginal  method  are  those  of 
Schauta.* 

Combined  vaginal  and  abdominal  methods  were  also 
advocated.  The  type  of  operation  described  by  Werder, 
of  Pittsburg,  is  the  best  example  of  this  class.  Pawlick, 
m  1888,  and  Howard  Eelly,  in  1892,  placed  catheters 
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in  the  ureters  in  order  to  recognize  and  protect  them 
during  hysterectomy. 

To  Emil  pies  (1895)  is  due  the  credit  of  widening 
the  scope  of  the  abdominal  radical  operation,  by  center- 
ing the  attention  of  gynecologists  on  the  lymphatic 
glands.  Bies  asserted  that  over  50  per  cent,  of  the 
patients  operated  on  for  uterine  cancer  showed  involve- 
ment of  the  glands  and  proposed  a  free  dissection  of 
the  ureters  to  their  entire  length  in  the  pelvis,  in  order 
that  the  glands  and  parametric  tissues  could  be  removed. 
Rumpf  and  Clark,  almost  simultaneously  with  Bies, 
advocated  the  same  procedures. 

Wertheim  of  Vienna,  since  1899,  has  made  careful 
studies  of  the  subject  and  has  developed  a  technic  of 
operation  which  has  become  a  recognized  standard  for 
the  abdominal  radical  method. 

Bumm  has  made  a  very  valuable  modification  of 
Wertheim^s  operation  in  locating  the  ureters  more 
quickly  through  an  incision  paralleling  the  round  liga- 
ment running  between  it  and  the  Fallopian  tube. 

Mackenrodt,  who  has  done  much  to  perfect  the  opera- 
tions for  cancer  of  the  uterus,  introduced  the  transverse 
abdominal  incision.  He  also  sews  the  peritoneum  from 
the  upper  part  of  the  abdominal  incision  across  the  top 
of  the  pelvic  cavity,  thus  rendering  the  operation  extra- 
peritoneal and  thereby  avoiding  the  danger  of  peritonitis. 

Bier's  method  of  spinal  anesthesia,  as  soon  as  it  became 
reasonably  safe  and  practicable,  was  adopted  for  this 
operation  by  Wertheim,  Doderlein,  Ejonig,  Mackenrodt, 
Bumm,  von  Bosthom  and  others.  Doderlein  has  com- 
bined the  scopolamin-morphin  anesthesia  with  the 
method  of  spinal  anesthesia  for  this  operation,  with 
excellent  results. 

Becently  Werder,  of  Pittsburg,  and  Noble,  of  Phila- 
delphia, have  strongly  advocated  an  abdominal  method 
combined  with  the  use  of  Downers  electrohemostasis 
clamps.     They  give  as  arguments  for  this  method  the 
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results  obtained  by  Byrne  with  the  galvanocaxitery  and 
the  high  primary  mortality  of  the  Wertheim  operation. 

The  abdominal  radical  extirpation  of  cancer  of  the 
uterus  may  be  said  to  be  still  in  its  infancy.  SuflScient 
time  has  not  elapsed  in  which  to  draw  definite  conclu- 
sions^ but  this  fact  remains,  that  up  to  the  present  time 
our  experiences  with  operations  for  cancer  in  all  parts  of 
the  body  prove  that  an  operation  which  gives  the  least 
number  of  recurrences  must  conform  to  the  following 
general  principles,  namely:  **the  complete  removal  of 
the  diseased  organ,  and  as  much  of  the  surrounding  tis- 
sues as  is  possible,  together  with  the  removal  of  the 
regional  lymphatic  glands  which  drain  the  part  affected.*' 

There  exists  at  the  present  time  no  other  disease  in 
gynecology  around  which  so  much  interest  centers,  or 
one  regarding  whose  surgical  treatment  so  little  unan- 
imity of  opinion  exists  as  is  the  case  in  cancer  of  the 
uterus. 

This  review  of  the  literature  has  been  undertaken 
with  the  idea  of  determining,  as  far  as  may  be  possible 
at  the  present  time,  what  results,  immediate  and  re- 
mote, we  may  hope  to  obtain  from  the  radical  abdom- 
inal operation,  inasmuch  as  this  method  conforms,  more 
nearly  than  any  other,  to  our  present  conception  of 
what  an  operation  for  this  disease  should  be. 

In  making  a  statistical  study  of  the  results  obtained 
with  the  radical  abdominal  operation  for  cancer  of  the 
uterus,  we  are  confronted  by  many  difficulties.  The 
scarcity  of  complete  detailed  reports  of  such  operations 
makes  an  ideal  statistical  study  almost  impossible. 
There  exists  no  systematic  or  common  method  of  re- 
porting the  cases  on  record,  that  is,  whether  the  opera- 
tion was  done  early  or  late,  or  whether  the  cancer  was 
of  the  cervix,  vaginal  portion,  or  body  of  the  uterus. 
There  are  no  large  series  of  cases  on  record  which  have 
been  observed  for  five  years  or  more,  to  corroborate  the 
final  results  from  many  operators.  Another  difficulty 
which  we  meet  is  that  not  all  operations  reported  an 


Digitized  by 


Google 


192 

"abdominal  operations'*  or  "abdominal  hysterectomy  for 
uterine  cancer/'  are  really  operations  by  the  radical  ab- 
dominal method.  So  that  in  making  a  statistical  study, 
all  reports  of  cases  which  do  not  possess  the  essential 
requirements  of  the  modem  radical  operation  must 
be  carefully  excluded.  The  operation  may  be  said  to 
be  still  in  its  period  of  development,  and  although  bet- 
ter results  are  being  obtained  to-day  with  the  operation 
than  were  obtained  a  few  years  ago,  the  final  results 
at  the  present  time  do  not  represent  the  possibilities  of 
the  operation  in  the  future. 

Winter*  has  done  much  to  put  the  statistical  study  of 
all  operations  for  the  relief  of  cancer  of  the  uterus  on 
a  sound  basis,  not  only  regarding  the  results  obtained 
from  a  radical  method,  but  also  for  the  purposes  of 
comparing  all  methods.  Winter's  foundation  for  ac- 
curate and  scientific  statistics  has  been  used  by  Conti- 
nental surgeons,  and  should  be  universally  adopted  in 
reporting  these  cases.  He  states  that  in  order  that  sta- 
tistics may  be  of  value,  they  must  first  meet  two  general 
requisites,  (1)  the  statistics  must  be  true,  and  (2)  they 
must  all  be  built  on  a  similar  or  definite  foundation. 
Winter  insists  that  all  types  of  operation  must  be  com- 
pared and  considered  in  respect  to  the  following  points  : 

1.  The  primary  mortality. 

2.  The  operability  of  all  cases  by  the  particular  method. 

3.  The  permanent  results,  five  years  after  operation. 

4.  The  percentage  of  absolute  cures  of  all  cases  of  uterine 
cancer  presenting  themselves  for  relief. 

1.  Primary  Mortality. — This  should  include  all  fatal 
cases  in  which  the  patient  would  not  have  died  immedi- 
ately without  the  operation,  that  is,  sepsis,  heart  failure, 
embolism,  pneumonia,  pyelitis,  etc. 

2.  Operability. — ^Winter  considers  a  case  operable 
only  when  the  radical  operation  has  been  performed. 
The  decision  as  to  the  operability  of  a  given  case  must 
not  be  based  on  the  clinical  examination  alone.  It  can 
be  made  only  after  the  operation  has  been  completed. 
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inasmuch  as  the  opening  of  the  abdominal  cavity  alone 
reveals  the  exact  status  of  the  condition. 

A  radical  abdominal  operation  for  cancer  of  the 
uterus,  to  be  properly  classed  as  such,  must  meet  the  fol- 
lowing requirements: 

1.  The  removal  of  the  uterus  and  adenexa. 

2.  The  removal  of  the  upper  part  of  the  vagina. 

3.  The  excision  of  parametria  as  far  as  they  may  be  removed. 

4.  The  removal  of  the  lymph-apparatus  in  the  vicinity  of  the 
uterus,  such  as  the  hypogastric  and  illiac  glands. 

Operators  reporting  such  operations,  who  do  not  re- 
move the  lymph-glands,  should  not  fail  to  make  men- 
tion of  that  fact. 

5.  Permanent  Results. — ^This  calculation  should  be 
based  on  a  five-year  period  of  freedom  from  recurrence. 
It  is  obtained  from  the  number  of  radical  operations 
performed  from  which  there  has  been  previously  de- 
ducted (a)  primary  mortality,  (b)  the  patients  lost 
sight  of,  (c)  those  who  have  died  from  intercurrent  dis- 
eases within  the  five-year  period.  It  seems  to  me  that 
in  the  permanent  results,  the  number  of  each  variety  of 
uterine  cancer  operated  on  should  be  specified;  likewise 
whether  the  operations  were  undertaken  early  or  late. 

Jf,  The  Percentage  of  Absolute  Cures. — ^This  is  esti- 
mated from  the  total  number  of  patients  with  cancer 
of  the  uterus  who  present  themselves  for  examination, 
and  should  take  into  consideration  the  inoperable  cases, 
primary  mortality  and  the  recurrences.  This  calcula- 
tion should  also  express  what  per  cent,  of  all  patients 
with  cancer  of  the  uterus  who  come  to  us  for  treatment 
have  been  permanetly  cured  by  the  operation.  From 
this  calculation  there  must  be  excluded,  (a)  patients 
who  refuse  operation,  (b)  those  lost  sight  of,  (c)  all 
patients  dying  from  intercurrent  diseases  before  the 
five-year  period. 

Winter  further  states  that  for  the  purposes  of 
statistical  study,  the  following  figures  are  necessary : 
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1.  The  number  of  all  patients  with  cancer  of  the  uterus  who 
«eek  relief  five  years  before  the  proposed  statistical  study  is 
commenced. 

2.  The  number  who  refuse  operation. 

3.  The  number  found  to  be  inoperable. 

4.  The  number  who  died  from  operation. 

5.  The  number  who  could  be  observed  after  operation. 

6.  The  number  of  patients  lost  sight  of. 

7.  The  number  dying  from  intercurrent  diseases  before  the 
five-year  period. 

8.  The  number  found  to  have  recurrence  at  the  time  of  the 
research. 

Waldstein*  has  suggested  a  modification  of  Winter's 
method,  which  consists  in  adding  or  including  with  the 
calculation  of  the  final  results,  the  primary  mortality. 
The  use  of  this  modification  cuts  down  very  materially 
the  percentage  of  absolute  cures.  Winter*  states  that 
he  is  opposed  to  Waldstein^s  method  of  calculation,  be- 
cause it  is  too  complicated  and  crowds  into  one  figure 
too  many  factors.  He  states  that  it  is  misleading  to 
merge  into  a  common  figure  two  such  divergent  determ- 
ining factors  as  the  priman'  operative  mortality  and 
absolute  cures.  He  further  states  that  every  step  of 
progress  with  the  radical  operation  for  cancer  of  the 
uterus  must,  of  necessity,  modify  the  sum-total  of  re- 
sults without  seeing  the  particular  reasons  therefore 
and  that  the  final  result  will  at  any  rate  be  the  same, 
with  or  without  Waldstein's  modification.  Although 
both  Waldstein's  and  Winter's  methods  of  calculation 
are  given  in  many  of  the  statistics  found  in  the  litera- 
ture of  to-day,  it  is  my  impression  that  Waldstein's 
modification  is  unnecessary  and  should  be  omitted. 

From  the  standpoint  of  malignancy,  it  is  now  gener- 
ally recognized  that  of  all  the  uterine  cancers,  the 
least  malignant  is  the  adenocarcinoma  affecting  the 
body,  next  the  squamous-celled  carcinoma  of  the  vaginal 
portion  of  the  cervix,  and  that  the  most  malignant  is 
the  adenocarcinoma  of  the  cervical  canal.  It  follows 
that  the  surgical  treatment  of  each  variety  will  give 
different    results    and    therefore,    it    is    not    exactly 
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proper  to  consider  them  all  together.  In  the 
literature,  however,  there  are  only  a  few  instances  in 
in  which  the  different  types  are  separated  by  the  opera- 
tors in  reporting  their  cases  of  radical  abdominal  opera- 
tion. I  have  found  that  a  separate  consideration  of  the 
results  obtained  from  the  radical  abdominal  operation 
in  each  type  of  cancer  of  the  uterus  is  impossible,  and 
therefore  have  been  obliged  to  consider  them  altogether. 
I  have  collected  from  the  literature  and  from  per- 
sonal communication  with  operators  in  this  countrj, 
reports  of  2,765  instances  of  the  radical  abdominal 
operation  which  conform  to  Winter's  formula  as  to 
what  constitutes  this  operation.  Of  these  2,467  have 
been  gathered  from  the  continental  literature,  and  298 
from  American  surgeons.  The  2,467  operations  which 
were  reported  are  as  follows: 

Cases. 

Radical   Werthelm   operation 1,052 

Radical    abdominal    method 689 

Amman    method    5 

Radical  abdominal  operation  with  cleaning  out  of  pelvis      261 

Bumm-Werthelm  operation   77 

Freund-Wertheim    operation     183 

Mackenrodt-Amman  operation    13 

Freund    15 

Mackenrodt  operation    144 

Complete  extirpation   with   parametria   and  glands 28 

Total    2,467 

The  reports  of  the  298  operations  gathered  from 
American  surgeons  were  either  reported  as  Wertheim 
operations,  or  in  a  personal  communication  to  me,  as 
"abdominal  hysterectomies  with  a  free  dissection  of  the 
ureters  and  wide  excision  of  the  parametrium,  the  re- 
moval of  a  portion  of  the  vagina  and  any  enlarged 
glands  present.^^ 

The  status  of  the  radical  abdominal  operation  in 
America  was  illustrated  by  the  replies  received  from 
330  letters  of  inquiry  sent  to  the  leading  surgeons  and 
gynecologists  of  this  country  regarding  the  radical  ab- 
dominal operation  for  cancer  of  the  uterus.  I  received 
140  replies  only  twenty-two  of  which  gave  the  experience 
of  operators  who  had  done  the  operation.  From  the  scare- 
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ity  of  the  number  of  recorded  cases  in  the  American 
medical  journals,  and  frQm  the  comparatively  few  re- 
ports of  cases  obtained  from  personal  communication, 
it  is  evident  that  the  modem  radical  abdominal  opera- 
tion for  uterine  cancer  has  not  received  the  recognition 
in  this  country  as  it  has  abroad.  I  regret  that,  at  this 
time,  I  have  been  unable  to  obtain  late  reports  froiv 
Eelly,  Clark,  Gullen,  and  Bies,  all  of  whom  have  had 
much  experience  with  this  method. 

In  this  statistical  study  I  have  given  Wertheim^s  re- 
sults separately  as  well  as  combined  with  the  general 
results  of  other  operators.  This  has  been  done  for  the 
reason  that  one  of  the  objections  which  has  been  raised 
to  the  more  general  employment  of  this  method  has  been 
that  other  operators  could  not  obtain  results  equal  to 
those  of  Wertheim. 

The  following  is  a  tabulated  list  of  the  cases  reviewed. 

TABLE   1.— STATISTICS  OF  THE  OPBRABILITY  AND 
MORTALITT 

CONTINBNTAL  QPBBATORS 

No.    Operabillty,        Primary 

Operated      Per  Mortall^. 

Operator.                        On.  Cent.  No.     Per  Cent. 

Amman,  J.  A. ^ 5  ..  1             20 

DeArcangelis  • 2  ..  1 

Beruttl»»«   

Belloeuf,  F.,  and  Sorell  » 1  . .  0 

Bergealo  and  Beruttl  •  «► 79  27 

Berkeley,  C.  and  Bonney,  V.»«»»>*.     18  67  3          16.6 

Billhaut,  M.» 4  ..  8 

Bumm"" 75  90  15             20 

Cheatle,   Lenthal  " 1 

Dobbert,   T.»» 25  ..  3 

Depage,  A.,  and  Mayer,  L.*^ 1 

DOderleln « « « «    209  48.3-68.6  30          14.3 

Ernst*   8 

Ferrler>«    16  ..  8 

Freund,   H.  W.^ 15  ..  3             LMi 

von  Franque,  Otto  "  »  »  » 166  . .  88             20 

Faure,  J.  L.«»  «« ■■ 12  ..  0 

Franz,  K,""**^" 140  81.85  27        19.28 

Fuchs*    2  ..  0 

Fueth*»    1  ..  1 

Jacobs  «i ««  «  M  «   95  . .  6           6.3 

Blake  «>   15             ..  0 

Jeannel  *• 33            80  11             85 

Jessett  and  Bowerman  <^ 1             ..  0 

Jessnltser  and  Eugen  ^ 14             . .  3 

Jonnesco,   T.*»" 28  .     ..  9 

Klelnhans,   F.»« » 82             . .  8           9.4 

Komer,    V." 7             ..  8 

Kroenlg  »•  ••  ••    47  61.7-87  2 
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No.    Operabillty,        Primary 

Operated  Per             Mortality. 

Operator.                        On.  Cent        No.     Per  Cent. 

Klein.  G.»"W" 62  40              7          12.8 

KQettner"*"* 20  68.7            4         19.4 

Qattrono,  8." 18  2 

Lampe,  R." 7  8 

Latiko.  W.« 10  0 

Lockyer,    C.«* 12  70.5             8 

Legean  *   10  . .               4 

HackenrodfOY****   144  02            28       10-21 

Morlsanl*    14  1 

Mnller,  P." 7  88.8-89.6        8         42.6 

Oplt»«»*»   1  ..               0 

Oberlander^  1  0 

Pf annenstlel  «•    10  2            20 

Prelll,  C.« , 24  . .             10 

Procbownlck  ^    16  6 

PoloMon,  A.,  and  Violet"** 32  12-14-56         6      (18.7) 

Poten"    2  ..               0             .. 

Poroscbln "  4  1 

Belnecke,  P.^ 66  40.76         14         21.2 

Beynler  •    18  . .              6 

Blcard>«   9  ..               1             .. 

BlcbeTln,  R.*» 18  6 

Rlcbelot,  G.   L.«» 21  8 

Rouffart  •*    1  1 

Von  Rosthom  and  8hlndlertt»M 

»"• 117  36.1           16        18.67 

Splnelll"   6  ..               1 

Sellhelm,  H.* 13  ..               3 

Sltienfrey.    AJ* 1  0 

Thrlng,  B." 6  0 

Velt*    38  ..             11 

Vlannay-   7  3            40 

Wertlielm"«»"«   487  60t         119       24.60 

Waltliard**   8  0 

Wel««,  Th.*^ 1  0 

Zacbarlas,  P.>^ 97  ..             21 

Zwelfel»«>*>^    129  17          10.8 

•  Sellbelm,  Hugo :  Brwelterte  Freundsche  Operation  des  Gebflr- 
mutterkrebses  and  Ureterencbnrurgle,  Beltr.  z.  Gebnrtsb.  u.  OynHk., 
1905,  Ix,  413. 

t  In  last  200  cases. 

Ambbican  Opbbatobs 

No.     Operabillty,        Primary 

Operated      Per  Mortall^. 

Operator.                        On.  Cent.         No.     Per  Cent. 

Peteraon,  R.* 86  16  or  20        7            19 

Reder.  F.* 32  40              8          26.2 

Jonas,  J.  B.* 5  50               1             20 

Cannady,  J.  B.* 10  50              2            20 

Boldt,  H.  J.* 5  ..              ..               0 

Rlxford.  B.* 12  8             26 

Smltb.  R.  R.* 3  20               1             33H 

JanTrln,  J.  E.* 12  10              4            38H 

Polak,  J.  O.* 10  2       10  or  12 

McLaren,  A.* 7  11               5 

Tate,  M.  A.* 4  15               0 

Camston,  CO.* 12  6              0 

Frank,  L.* 25  t              3         3  or  4 

Stone.  I.  8.* 20  25.20            1               5 

111.  E.  J.* 2  0 

PoQcber.  J.  W.* 39t  8 
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No.     Operabllit7»  Primary 

Operated  Per  Mortality. 

Operator.                         On.  Cent.  No.     Per  Cent. 

Gellhorn,  George* 3             . .  2 

Crossen.    H.   S.»»« 1              ..  0 

Rosenthal,   M.   !.»•• 3  0 

Hutching  "•   8             50  1  12.5 

Jacobaon,  J.   H.* 7             . .  2 

Barrett,  C.  W.* 6             . .  1 

Cashing,  E.  W.* 12  25 

Humlston,  W.  H.* 2             . .  0 

Sampson.   J.   A.* 141           60  4 

*  Information  glren  In  a  personal  communication, 
t  All  of  body  to  cerrlx. 
t  At  present  all  caaei. 
S  Since  1905. 

OPERABILITY 

In  the  2,765  operations  reported  by  130  operators,  I 
found  the  percentage  of  operability,  as  recorded  by  28, 
to  vary  from  6  per  cent,  to  90  per  cent.  The  operability 
percentage  is  decidedly  higher  among  European  sur- 
geons. 

TABLE    2.— PERCENTAGE    OP   OPERABILITY 
Continental  Operatobs 

Per  Cent. 

Berkeley  and  Bonney  " 67 

Bumm  »•    90 

Doderleln  »•*•«*    68.6 

Franz  •*u-ttm    81.35 

Jeannel  <•    30 

Kroenig  «•  « •• 87 

Klein  »••«••    40 

Kuestner  »•  ••  •    68.7 

Lockyer «   70.59 

Mackenrodt  «•"«•••'• 92 

Muller  •*    89.5 

Polosson  >*  ^* "     50 

Relnlcke «    40.76 

Rosthom  •••••*»"»    Sai 

Wertheim  w  «  "  «  »  m  w  «  jq  i«    ^^)^) 


An  average  operability  of 65.17 

The  average  per  cent,  of  operability  excluding  Wer- 
theim's  figures  is  65.54  per  cent. 

American  Opbbators 

Per  Per 

Cent.  Cent 

Peterson 20  Tate    15 

Rider    40  Cumston     5 

Jonas r»(>  Frank    25 

Cannady    50  Poucher   100 

Smith    20 

Janvrin    10 

An  average  operability  of 35 
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In  the  twenty-eight  instances  in  which  I  found  the 
operability  recorded,  seven  had  a  percentage  of  less  than 
25  per  cent. ;  10  gave  it  as  being  between  25  to  50  per 
cent. ;  five  between  60  to  75  per  cent.,  while  six  gave  a 
percentage  of  75  and  over.  It  must  be  emphasized  that 
with  the  radical  abdominal  operation,  a  higher  percent- 
age of  all  cases  of  cancer  of  the  uterus  are  operable  than 
by  any  other  method,  and  this  to  a  large  extent,  explains 
its  high  primary  mortality.  If  the  radical  abdominal 
operation  was  performed  only  in  the  early  cases,  or  in 
cases  in  which  a  vaginal  hysterectomy  could  be  made, 
the  operative  mortality  would  not  be  considered  high. 

There  exists  a  definite  relation  between  the  percentage 
of  operability  and  the  mortality-rate  of  the  operation. 
The  primary  mortality  is  dependent,  for  the  most  part, 
on  the  degree  of  operability  of  a  given  case,  as  well  as  on 
the  percentage  of  operability  of  all  cases  which  the  indi- 
vidual operator  possesses.  It  is  obvious  that  the  earlier  the 
patients  are  seeu,  the  higher  will  be  the  percentage  of 
operability  and  the  lower  the  primary  mortality.  The 
operability  percentage  as  well  as  the  primary  mortality 
is  likewise  influenced  by  the  experience  which  the  oper- 
ator has  had  with  the  method;  with  a  larger  experience 
comes  a  greater  familiarity  with  the  technic  of  the 
operation  and  therefore  an  increase  in  the  operability  of 
all  cases  seen,  with  fewer  deaths  from  the  operation. 
These  facts  are  well  illustrated  in  Table  3,  in  which 
I  have  endeavored  to  ascertain  the  relation  of  operabil- 
ity with  primary  mortality,  and  have  therefore  com- 
pared operators  having  an  operability  of  less  than  50 
per  cent,  with  those  of  50  per  cent,  or  more. 

TABLE  3.~0PERABILITY   COMPARED  WITH   PRIMARY 
MORTALITY 
Operators  Having  an  Opbbabilitt  op  Less  Than  50  Pbb  Cent. 
Operator.  Per  Cent.  Per  Cent. 

Doderlein    48-68  Primary  mortality  14.3 

Jeannel   30  Primary  mortality  35 

Klein    40  Primary  mortality  12.8 

Reinecke   40.76  Primary  mortality  21.21 

Von  Rosthom  36.1  Primary  mortality  13.67 

An  average  operability  of  38.95  per  cent,  with  a  primary  mortality 
of  19.89  per  cent. 
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Opbbatobs  Hatimo  an  Opbbabiutt  or  Moib  Than  60  Pn  Cbht. 

Operator.                  Per  Cent.  Per  Gent. 

Bnmrn 90  Primary  mortality  20 

Frans 81.86  Primary  mortaUty  19.28 

Haekenrodt    92  Primary  mortality  19-21 

Poloaaon 60  Primary  mortality  18.7 

Wertbelm 00  Primary  mortality  24.6 

An  aTerage  operablllty  of  76.87  per  cmt,  with  an  aTorage  primary 
mortality  of  20.09  per  cent. 

SimnltaneouBly  with  the  adoption  of  the  radical  ab- 
dominal operation;  many  authors  record  an  increase  in 
the  operabiliiy  of  all  patients  presenting  themselves  for 
examination ;  thus  Baisch^  states  that  at  Tubingen  the 
operabiliiy  of  all  cases  of  cancer  of  the  uterus  rose  from 
48.3  per  cent,  to  68.6  per  cent,  with  the  introduction  of 
the  radical  abdominal  operation,  while  Muller,  in  Berne, 
raised  his  operability  from  33  ger  cent,  to  89  per  cent. ; 
von  Rosthom  to  36.1  per  cent;  Doderlein**  from  48.3 
per  cent,  to  68.6  per  cent.;  Franz**  from  29.2  per  cent, 
to  62  per  cent.;  Kuestner^^  from  34.5  per  cent,  to  68.7 
per  cent.;  ZweifeP**  to  68.4  per  cent.;  Ejoenig**' »*•  •• 
61.7  per  cent  to  87  per  cent ;  Polosson^**  '*•  ^*  12.14  per 
cent  to  56  per  cent. ;  Wertheim**»  ^^  to  60  per  cent,  in 
his  last  200  cases. 

Von  Bosthom**  contrasts  the  abdominal  operation  with 
vaginal  hysterectomy  and  shows  what  influence  the  per- 
centage of  operability  has  on  the  primary  mortality  and 
the  final  results.  He  states  that  with  an  operability  of 
70  per  cent,  with  the  abdominal  operation  in  all  cases 
of  cancer  of  the  uterus  which  come  to  him  for  operation, 
he  will  have  a  primary  mortality  of  fourteen,  while  with 
the  vaginal  route,  only  40  per  cent,  of  all  cases  will  be 
operable  and  of  these,  only  eight  will  die  from  the  opera- 
tion :  in  other  words,  in  contrasting  100  cases  of  cancer 
of  the  uterus  operated  by  both  methods,  seventy  patients 
will  be  operated  on  by  the  abdominal  method  and,  of 
these,  20  per  cent,  will  die  primarily;  of  these  operated 
on  by  the  vaginal  method,  only  40  per  cent  will  be 
operated  on  and  3.2  per  cent  will  die.  Therefore,  with 
the  abdominal  operation  56  per  cent,  recover  and  by  the 
vaginal  method  only  36.8  per  cent. 
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PBIHARY  MORTALITY 

In  the  2,766  operations  tabulated,  there  were  538 
deaths,  a  gross  primary  mortality  of  19.45  per  cent. 
This  percentage  agrees  in  the  main  with  what  has  here- 
tofore been  generally  considered  as  the  primary  mortal- 
ity, namely  abont  20  per  cent. 

The  Continental  surgeons  in  2,467  operations  had  492 
deaths,  a  primary  mortality  of  19.94  per  cent.,  which, 
exclusive  of  Wertheim's  cases,  was  13.79  per  cent.  The 
American  surgeons  in  298  operations,  had  forty-six 
deaths  or  a  primary  mortality  of  16.77  per  cent. 

The  gross  mortality  of  all  the  operations  recorded  is 
necessarily  high,  yet  not  so  high  as  one  might  expect 
from  so  formidable  an  operation  in  the  hands  of  so  many 
different  operators.  The  following  list  further  shows 
that  in  individual  instances,  the  primary  mortality  is 
much  below  the  average,  as  for  example : 

Ddderlein  tn  209  operations  had  80  deaths  or  14.3  per  cent. 

Jacobs  in  96  operations  had    6  deaths  or  6.37  per  cent. 

Kline  In  52  operations  had     7  deaths  or  12.8  per  cent. 

Zwelfel  in  192  operations  had  17  deaths  or  10.8  per  cent. 

Koblank*^  writing  in  1908,  compiled  the  statistics  of 
twenty  operators  and  collected  1,009  cases  with  157 
deaths  or  an  average  primary  mortality  of  15.5  per  cent. 
In  addition  to  this,  Koblank  gives  a  summary  of  the  re- 
sults of  seven  operators  from  whom  he  collected  298 
cases  with  sixteen  deaths,  or  an  average  primary  mortal- 
ity of  5.4  per  cent. 

Winter*"  in  1901,  collected  134  cases  from  the  Ger- 
man operators  with  thirty-three  deaths,  giving  a  primary 
mortality  of  24.6  per  cent. 

Shieb,*^  in  1909,  cites  the  primary  mortality  of  other 

operators. 

Von  Rosthorn  in  38  operations  had    2  deaths  or    6     per  cent. 

Kleinhans  in  82  operations  had    8  deaths  or    9.8  per  cent. 

Klein   in  16  operations  had    8  deaths  or  18.7  per  cent 

Wertheim  in  120  operations  liad  22  deaths  or  18.8  per  cent 

Von  Franqne  in     66  operations  had  11  deaths  or  16.6  per  cent. 

Dttderlein  in  26  operations  had     4  deaths  or  15.3  per  cent. 

Bnmm  in  56  operations  had  10  deaths  or  17.8  per  cent 

Schlndler  in  117  operations  had  16  deaths  or  13.6  per  cent. 
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More  recent  statistics : 

I)9derleln  in  40  operatloDs  had  2  deaths  or  5      per  cent. 

KroenU^  in  47  operations  had  2  deaths  or  4.2  per  cent. 

Werthelm  in  53  operations  bad  8  deaths  or  5.6  per  cent. 

Velt  in  20  operations  had  0  deaths  or  0     per  cent. 

Berkeley"  collected  full  statistics  of  229  cases  of  true 
Wertheim  operation  from  different  operators  in  the 
United  Kingdom. 

Wertheim  operation  in  early  cases  worlced  ont  at  6.8  per  cent. 
Werthelm  operation  In  moderately  early  cases  at     8     per  cent. 

Wertheim  operation  in  adranced  cases  worked  ont  at  26.7  per  cent. 

The  total  mortality  of  the  229  Wertheim  operations 
which  he  had  collected  was  18.3  per  cent;  of  his  own 
cases  16.6  per  cent. 

Although  of  the  greatest  importance,  I  have,  on  ac- 
coimt  of  lack  of  detailed  data,  been  unable  to  tabulate 
and  contrast  the  results  of  the  cases  which  have  been 
operated  early  with  those  which  have  been  operated  late. 
The  percentage  of  operability  has  a  relative  bearing  on 
these  questions  and  has  been  considered  above. 

I  have  been  able  to  find  a  number  of  references  illus- 
trating the  fact  that  with  an  increased  experience,  indi- 
vidual operators  have  had  a  corresponding  decrease  in 
the  primary  mortality  rate. 

Bouvier^"  1904,  states  that  Mackenrodt  in  his  last 
twenty-one  cases  had  two  deaths  or  9.5  per  cent. 

Baisch^^  1905,  reports  that  the  primary  mortality  in 
Doderlein's  cases  was  15  per  cent.,  and  that  in  his  last 
forty-five  cases  it  decreased  to  6,6  per  cent.  Bergesio*® 
states  that  from  1898  to  1906,  the  Wertheim  operation 
was  done  by  himself  and  Berutti,  seventy-nine  times,  if 
we  divide  the  time  of  these  operations  into  three-year 
periods,  we  have  the  following  figures: 

1808  to  1900,  20  operations  with  9  deaths,  primary  mortality  45  % 
1901  to  1903.  32  operations  with  11  deaths,  primary  mortality  34.5% 
1904  to  1906,  27  operations  with    7  deaths,  primary  morUlity  26    % 

Von  Franque,^*  1909,  reports  166  operations  with  a 
20  per  cent,  primary  mortality. 

In  1905  he  made  38  operations  with  primary  mortality  of  13% 
In  1906  he  made  42  operations  with  primary  mortality  of  26% 
In  1907  he  made  44  operations  with  primary  mortality  of  16% 
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He  had  series  of  eases,  as  many  as  eighteen  consecu- 
tively, without  a  death.  Von  Franque,  however,  does  not 
think  it  will  be  possible  to  reduce  the  mortality  as  low  as 
10  per  cent. 

J.  L.  Faure^^  writing  in  1906,  reports  the  following 
figures : 

First  series  (15  operations)  9  deaths  (primary  mortality  of  60%) 
Second  series  (18  operations)  6  deatlis  (primary  mortality  of  33%) 
Third     series  (  7  operations)   1  death     (primary  mortality  of  14%) 

Scheib*^  gives  the  figures  presented  in  Table  4  by 
years,  containing  the  number  of  patients  with  cancer  of 
the  cervix  who  died  primarily  from  operation  as  well  as 
the  total  who  came  to  operation,  including  the  number 
of  attempts  at  operation  where  the  radical  operation 
could  not  be  completed. 

TABLE  4.— OPERATIONS  AND  MORTALITY  IN  SCHEIE'S  CASES 

Deaths  Indosive 

No.  Inclnsiye  Deaths Attempts  at 

Year.        Cases.  Attempts.  No.     Per  Cent.  Radical  Operation. 

1903 15           17             4           26.6  5  or  29.8  per  cent. 

1904 22           25             4           18.1  5  or  20     percent. 

1905 35           38             5           14.2  5  or  18.1  per  cent. 

1906 39           42           10           25.6  11  or  26.1  per  cent. 

1907 38           44             7           14.4  7  or  15.9  per  cent. 

149         166  30  20.1  33  or  19.8  per  cent 

E.  Wertheim^®'  (1902)  gives  the  following  figures : 

F^imary  results  of  his  first       80  cases,  12  deaths 

Primary  results  of  his  second  30  cases,  5  deaths 

Primary  results  of  his  third     30  cases,  8  deaths 

Primary  results  of  his  fourth  80  cases,  4  deaths 

His  total  mortality  is  20  per  cent,  and,  if  we  exclude 
the  first  thirty  cases  on  account  of  imperfection  of  tech- 
nic,  his  later  ones  give  a  primary  mortality  of  only  13 
per  cent.  Wertheim'^  stated  at  the  1909  International 
Congress,  at  Budapest,  that  in  his  last  200  cases,  the 
primary  mortality  was  only  10  per  cent. 

R.  Peterson  (1910)  reports  a  primary  mortality 
in  his  first  series,  of  14  cases,  42.8  per  cent. ;  in  his  sec- 
ond series,  of  22  cases,  of  4.5  per  cent. 

Schindler**  1904,  reports  that,  at  von  Rosthom's  clinic, 
in  twenty-five  operations  performed  from  Jan.  1,  190;^. 
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to  April  1,  1904,  there  were  only  two  deaths  or  a  mor- 
tality of  8  per  cent 

OAUSBS  OF  DEATH 

The  causes  of  death  from  the  radical  abdominal  opera- 
tion for  cancer  of  the  uterus  are  given  as  shock,  perito 
nitiS;  infection,  sepsis  and  injury  of  the  ureters. 

I  have  been  able  to  find  in  the  literature,  only  eighty 
detailed  cases  of  death  which  were  directly  traceable  to 
the  operation.  The  relative  frequency  of  each  cause  is 
illustrated  in  the  following  list  of  causes : 

Infectloii  and  Mptif 81 

P«ritoiiitii    19 

ToUl    60 

Shock   18 

Injur  of  the  Qtorert 2 

Pnetunonla 2 

Nephritlt    2 

Anemia  2 

Paralysis  of  the  heart 1 

Fatty  degeneration  of  the  heart 1 

Pnlmonary  embolism 1 

Necrosis  of  the  nreter 1 

Total  SO 

This  list  shows  the  relative  high  frequency  of  deaths 
due  to  infection,  sepsis  and  peritonitis,  fifty  out  of  the 
eighty  cases  being  due  to  these  causes.  Shock  ranks  next 
in  relative  importance  as  a  cause  of  death,  there  being 
eighteen  cases. 

The  most  potent  argument  which  has  almost  univers- 
ally been  used  against  the  employment  of  the  radical  ab- 
dominal operation  in  the  surgical  treatment  of  carci- 
noma uteri,  has  been  the  high  primary  mortality  which 
accompanies  the  operation.  That  the  operation  is  cor- 
rect in  theory,  and  is  the  only  one  which  conforms  to 
our  modem  conception  of  the  pathology  of  the  disease, 
seems  to  be  universally  agreed;  but  its  high  primary 
mortality  has  not  only  deterred  many  operators  from 
performing  it,  but  has  led  to  its  abandonment  by  some 
who  had  already  adopted  it. 
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Those  who  make  the  criticism  that  the  primary  mor- 
tality of  the  operation  is  too  high  must  not  forget  that 
the  history  of  all  major  abdominal  operations^  in  their 
period  of  development  and  perfection,  have  been  accom- 
panied by  a  higher  mortality,  and  that  snch  death-rates 
should  not  be  taken  as  final. 

SUMMAKY  OF  THE  REVIEW  OF  THE  PRIMAEY  MORTAMTY 

1.  In  the  2,765  operations  tabulated  there  was  a  prim- 
ary mortality  of  19.45  per  cent. 

2.  The  average  percentage  of  primary  mortality 
among  Continental  surgeons  was  19.94  per  cent,  and 
among  the  American  operators  16.77  per  cent. 

3.  In  individual  instances  the  deaths  from  this  opera- 
tion have  been  reduced  considerably  under  the  general 
average,  Jacobs  6.37  per  cent.,  Zweifel  10.8  per  cent., 
Kline  12.8  per  cent.,  Wertheim  in  last  200  cases  10  per 
cent,  and  Doderlein  14.3  per  cent. 

4.  The  primary  mortality  is  much  lower  when  the 
operation  is  made  before  the  disease  has  advanced  too 
far.  According  to  Berkeley  in  early  cases  the  primary 
mortality  is  only  6.8  per  cent.,  as  compared  to  26.7  per 
cent,  in  late  cases. 

5.  The  relatively  high  primary  mortality  of  this  oper- 
ation is  largely  due  to  the  greater  number  of  cases  oper- 
able by  this  method,  the  result  being  that  cases  are  oper- 
ated in  a  stage  too  far  advanced  for  the  employment  of 
any  other  method  of  operation. 

6.  Death  from  this  operation  seems  to  be  due  in  most 
instances  to  infection  and  sepsis  and  not  as  a  rule  to 
shock  as  is  generally  supposed  to  be  the  case. 

The  infection  is,  in  all  probability,  the  result  of  the 
presence  of  pyogenic  bacteria  in  the  carcinomatous  mass 
and  large  area  of  raw  surface  exposed  during  the  opera- 
tion. 

Shock  may  be  due  to  any  one  or  more  of  the  following 
causes : 
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1.  Inaccessibility  of  the  deep  pelvic  stnictrires,  caus- 
ing rough  manipulations. 

2.  Manipulation  and  exposure  of  the  abdominal  vis- 
cera, particularly  the  small  intestines. 

3.  Hemorrhage. 

4.  Prolonged  operation  with  subsequent  prolongation 
of  the  anesthesia.  All  of  these  dangerous  factors  for  the 
most  part  are  eliminated  when  spinal  anesthesia  is  em- 
ployed, either  alone  or  when  combined  with  a  general 
anesthetic. 

Spinal  anesthesia  is  especially  adapted  for  this  opera- 
tion. When  it  is  employed  the  abdominal  muscles  are 
temporarily  paralyzed  and  are  extremely  relaxed.  As 
soon  as  the  incision  is  made  and  the  pelvis  of  the  patient 
elevated,  the  intestines,  curiously  enough,  gravitate  away 
from  the  field  of  operation.  Thus,  the  parts  to  be  oper- 
ated on  are  rendered  accessible  and  manipulation  of  the 
small  intestines  is  reduced  to  a  minimum.  Spinal  anes- 
thesia  also  materially  shortens  the  time  of  operation  and 
permits  a  more  accurate  hemostasis,  preventing  in  thii 
way,  to  a  great  extent,  the  danger  of  secondary  hemor- 
rhage. 

To  me  the  most  important  feature  of  spinal  anesthe- 
sia is  the  prevention  of  shock,  by  ^T)locking''  of  the  cord. 
Thus  the  afferent  impulses  or  sensations  produced  by  the 
operation  cannot  be  referred  to  the  peripheral  vasomotor 
centers  and  nerves  and  thus  produce  shock.  The  same 
state  of  affairs  prevails  as  it  does  in  Crile's  method  of 
"nerve-blocking''  in  amputations  of  the  thigh,  only  it 
exists  on  a  larger  scale. 

Even  in  those  cases  in  which  it  is  necessary  to  complete 
the  operation  with  a  general  anesthetic,  the  good  effect 
of  the  spinal  anesthesia,  namely,  relaxtion  of  the  abdom- 
inal walls,  and  '^blocking"  have  prevented  postoperative 
shock,  and  any  increase  in  the  pulse-rate. 
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FINAL  RESULTS 

It  is  too  early  at  the  present  time  to  obtain  a  large 
amount  of  corroborative  information  regarding  the  end 
results  of  the  radical  abdominal  operation.  This  is  due 
mainly  to  two  reasons:  (1)  the  operation  is  still  in  its 
period  of  development,  and  (2)  in  only  a  few  instances 
have  operators  been  performing  the  operation  for  a  suf- 
ficient length  of  time  to  have  series  of  cases  which  have 
been  observed  for  five  years  after  the  operation. 

The  following  reports  as  they  exist  in  the  literature, 
together  with  the  personal  reports  which  I  have  been 
able  to  obtain  from  some  of  the  American  operators, 
represent  the  end  results  with  the  radical  abdominal 
method  as  near  as  they  can  now  be  determined: 

Bergesio  and  Berrutti^^  reported  1906,  their  final 
results  in  20  operations  performed  from  1898  to  1900 ; 
3  patients  were  alive  two  years  after  operation :  1,  three 
years  afterward,  and  2,  four  years  afterward;  11  were 
unaccounted  for  and  4  patients  had  relapsed  and  died  in 
periods  ranging  from  six  months  to  twenty-two  months 
after  operation;  33  per  cent,  were  alive  from  one  year 
and  ten  months  to  four  years. 

Bumm,"  reporting  in  1907,  was  able  to  trace  fifty-six 
women  out  of  seventy-five  in  whom  he  had  made  the  rad- 
ical abdominal  operation.  Thirty  per  cent,  were  alive 
more  than  one  year  after  operation. 

Dobbert,^®  in  1907,  out  of  twenty-five  radical  abdom- 
inal operations,  gives  the  end  results  in  eleven.  Seven 
patients  are  free  from  recurrence  one  to  four  years  after 
operation  (35.7  per  cent.). 

D5derlein,^*  in  1907,  reported  forty-seven  radical 
abdominal  operations  which  he  performed  in  1902.  Of 
the  patients  fifteen  were  free  from  recurrence  three  and 
one-half  to  four  and  one-half  years  after  operation  (31.9 
per  cent.  Waldstein,  37.5  per  cent.  Winter) ;  fifteen  of 
these  operations  were  made  for  cancer  of  the  body  of  the 
uterus,  which  gave  a  primary  mortality  of  6,6  per  cent., 
with  an  operability  of  100  per  cent,  and  a  percentage  of 


Digitized  by 


Google 


cure,  after  Winter,  of  72.7  per  cent,  (or  63.3  per  cent, 
after  Waldstein).  The  thirty-two  cases  of  cervical 
cancer  gave  an  operability  of  60.3  per  cent.,  a  primary 
mortality  of  18.7  per  cent.,  with  permanent  cure  in  26.9 
per  cent,  after  Winter  and  21.8  per  cent,  after  Wald- 
stein; an  absolute  cure  of  all  cases  observed  three  and 
one-half  to  four  and  one-half  years  after  operation  16.2 
per  cent,  were  after  Winter,  13.1  per  cent,  after  Wald- 
stein. He  contrasts  this  with  the  end  results  of  vaginal 
hysterectomy  at  Tubingen,  which  was  only  9  per  cent. 

In  1903  D5derlein  performed  thirty-six  radical  abdom- 
inal operations,  thirty-three  for  cancer  of  the  cervix  and 
three  for  cancer  of  the  body.  Of  the  patients  twelve 
were  cured  two  and  one-half  to  three  and  one-half  years 
after  operation,  or  a  permanent  cure  of  41.3  per  cent. 
(Winter)  and  an  absolute  cure  of  24.9  per  cent.  (Win- 
ter);  of  the  cervix  cases,  only  a  permanent  cure  of  40 
per  cent.  (Winter)  with  an  absolute  cure  of  22  per  cent. 
(Winter). 

Ernst,*'  in  1907,  wrote  that  after  three  Wertheim 
operations  two  patients  were  alive  without  recurrence 
two  and  one-half  years  and  one  year  after  operation. 

Faure,"*  in  1908,  states  that  of  twelve  patients  who 
survived  a  radical  abdominal  operation  during  1902  to 
1905  for  cancer  of  the  cervix,  all  are  still  in  perfect 
health,  an  average  cure  of  four  years  and  four  months. 

Von  Franque,*®  reporting  in  1909,  gives  his  results  by 
comparing  the  operations  in  the  years  of  1904  and  1905 
with  reexaminations  in  1907. 

TABLE  5.— RESULTS  REPORTED  BY   VON   FRANQUE 
A.  Pebmaxbnt   Results 

1904  1005 
(8  yean).         (2  yean). 

Number  operated  on 22  29 

Died  from  operation 4  4 

Died  intercurrent 11  0 

Lost  8i«bt  of 0  1 

Remaining 17  24 

Free  from  recurrence 10  15 

Permanent  cure  percentage  of  the  remaining 

(Winter)    58.8  62.5 

Permanent  cure  percentage  of  the  operated 

ones  (Waldstein)   47.6  53.5 
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B.  Absoluts  Pibcbntaob  of  Cubbb 

1904  1906 
(8  yean).    (2  yean). 

Number  of  cases 120  87 

Operation  refused 20  9 

Lost  sight  of 0  1 

Died   Intercurrent    1  0 

Calculable  cases 99  77 

Of  these  Inoperable 79  64 

Of  these  operable 21  86 

Died  from  operation 4  4 

Recurrence   7  9 

Inoperable  78  49 

Free  from  recurrence 10  10 

Absolute  percentage  of  cures  (Winter) 10.1  19.4 

Franz,'^  in  1908,  reports  that  he  personally  has  oper- 
ated on  124  patients  in  which  he  has  made  the  radical 
abdominal  operation.  He  has  had,  np  to  1908^  about  44 
per  cent,  of  recurrences  and  believes  that  the  actual  per- 
manent cures  would  be  about  25  per  cent.  Franz  has 
also  operated  twenty  times  for  recurrences  after  the  rad- 
ical abdominal  operation  and  states  that  of  these,  twc 
had  died  from  the  operation  and  that  three  have  thus 
far  been  spared  any  recurrence. 

Jacobs,**  in  1905,  gives  a  summary  of  his  95  cases  in 
which  he  made  the  radical  operation,  as  follows : 

During  the  first  year  there  were  48  recurrences  or  CO  percent. 
During  the  second  year  there  were  20  recurrences  or  21  percent. 
During  the  third  year  there  were  4  recurrences  or  4.2  per  cent. 
During,  the  fourth  year  there  were  2  recurrences  or  2.1  per  cent 
During  the  fifth  year  there  were  2  recurrences  or  2.1  percent. 
During  the  sixth    year  there  was      1  recurrence    or  1.00  per  cent. 

In  the  discussion  of  this  paper  Miss  Aldrich  Blake 
stated  that  out  of  her  fifteen  cases  of  radical  abdominal 
operation  for  cancer  of  the  uterus,  she  knew  that  three 
were  without  recurrence  after  a  period  of  three  years. 

Jeannel,**  in  1908,  ^ves  the  results  of  his  thirty-three 
operations  as  follows : 

Primary  mortality  of  eleven;  twenty-two  left  the  hospital 
and  of  these  twenty-one  have  heen  heard  from. 
There  were  eleven  recurrences  as  follows: 

Seven  recurrences  during  the  first  year 
Two  recurrences  during  the  second  year 
One  recurrence  during  the  third  year 
One  recurrence  during  the  fourth  year 

There  were  10  patients  alive  and  without  recurrences,  as 
follows: 
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1  has  been  opecated  on  8  years  and  7  montlis 

1  has  been  operated  on  6  years  and  8  months 

1  has  been  operated  on  5  years  and  8  months 

1  has  been  operated  on  5  years  and  2  months 

1  has  been  operated  on  5  years  and  1  month 

1  has  been  operated  on  5  years  and  0  months 

1  has  been  operated  on  4  years  and  2  months 

1  has  been  operated  on  8  years  and  1  month 

1  has  been  operated  on  1  year  and  11  months 

1  has  been  operated  on  1  year  and  1  month 

Lockyer,**  in  1907,  reported  the  final  results  in 
twelve  cases.  Six  patients  were  totally  free  from  recur- 
rence for  a  period  of  about  two  years.  There  was  a  pri- 
mary mortality  of  four  and  two  died  of  recurrences. 

Mackenrodt,*®»  "•  *^  in  1908,  reports  that  among  144, 
patients  operated  on  by  his  method,  who  were  observed 
eighteen  months  to  six  and  one-half  years  after  opera- 
tion, there  were  61.5  per  cent,  of  all  or  74  per  cent,  of  the 
surviving  patients  still  well.  The  primary  mortality  in 
the  last  few  years  has  been  between  19  and  21  per  cent, 
in  an  operability  of  92  per  cent. 

Absolute  care  18  months  to  6^  years,  55.6  per  cent. 

Absolute  cure    8^  years      to  6V^  years,  52.6  per  cent. 

Absolute  cure    4%  years      to  6V^  years,  45.4  per  cent. 

Absolute  cure    6^  years      to  1^  years,  58.8  per  cent. 

Polosson^*'»  ^*'  ^*  reported  in  1907  that  after  thirty-two 
radical  abdominal  operations  for  uterine  cancer,  60  per 
cent,  of  the  patients  were  alive  after  five  years. 

Beinecke,'*  in  1909,  reports  the  final  results  in  sixty- 
six  cases.  Up  to  the  end  of  1903  twenty-seven  radical 
abdominal  operations  were  made  for  cervical  cancer.  Of 
the  twenty  surviving  patients,  seven  are  still  free  from 
recurrence,  making  a  permanent  cure  of  35  per  cent. 

Recurrences  were  as  follows : 

First  year  there  were  23  recurrences 

Second  year  there  were    5  recurrences 

Third  year  there  were     8  recurrences 

Fourth-Fifth  year  there  were     0  recurrences 

Enlarged  glands  were  removed  in  twenty-six  of  the 
sixty-six  cases ;  in  twelve  instances  they  were  found  car- 
cinomatous; all  cases,  excluding  the  primary  deaths, 
recurred,  with  one  exception,  in  which  the  glands  had 
been  found  carcinomatous,  or  in  which  carcinoma-like 
cells  were  found. 
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Bichevin^*  operated  in  eighteen  cases  by  radical  ab- 
dominal operation  from  1902  to  1905,  with  six  deaths. 
Of  the  twelve  patients  who  left  the  hospital,  one  has  been 
lost  sight  of;  one  showed  an  immediate  recurrence;  one 
died  from  recurrence  twenty-three  months  later.  The 
remaining  nine  are  living. 

One  la  cared  1  year  and  4  months 
One  Is  cnred  1  year  and  6  months 
One  Is  cnred  2  years  and  6  months 
One  Is  cured  8  years 
One  Is  cured  8  years  and  6  months 
One  Is  cured  8  years  and  8  months 
One  Is  cured  4  years  and  2  months 
One  Is  cured  4  years  and  7  months 
One  is  cured  4  years  and  8  months 

The  one  who  has  been  cured  one  year  and  six  months 
was  operated  on  early;  vaginal  portion  of  uterus.  All 
the  others  were  advanced  cases. 

Von  Bosthom"*  reported  by  Schindler  in  1906  thirty- 
three  abdominal  radical  operations.  Twenty-seven 
patients  have  been  observed  for  a  period  of  five  years 
and  six  for  a  period  of  four  years.  Seventeen  patients 
have  had  recurrences  and  five  have  remained  well.  This 
makes  77.2  per  cent,  of  recurrences  with  a  permanent 
cure  of  22.7  per  cent.  The  absolute  cure  of  all  patients 
is  found,  in  an  operability  of  46  per  cent,  and  a  primary 
mortality  of  9.09  per  cent.,  with  a  permanent  cure  of 
22.7  per  cent.,  to  be  2.65  per  cent.  Of  the  cases  in  which 
glandular  metastasis  were  noted,  all  have  recurred  except 
one.  Considering  the  twenty-seven  patients  who  have  been 
observed  for  five  years  and  who  were  operated  on  in  1899 
and  1900,  there  are  twenty  cases,  after  deducting  the 
primary  mortality  and  the  otherwise  dead  and  lost 
patients.  In  these  there  have  been  16  recurrences  (or 
80  per  cent.)  and  four  (or  20  per  cent.)  free  from  recur- 
rence. 

Veit,**  writing  in  1910,  states  that  out  of  thirty-three 
radical  abdominal  operations  performed  in  1904  for 
uterine  cancer  with  a  primary  mortality  of  eleven  cases, 
nine  patients  are  now  living,  and,  among  these,  one  from 
whom  probable  carcinomatous  glands  were  removed. 
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Wertheim,*^*  *•*  at  the  last  International  Medical  Con- 
gresSy  1909,  at  Budapest^  reported  the  final  results  in 
487  operations  by  this  method;  200  patients  have  been 
operated  on  more  than  five  years  ago.  The  primary 
mortality  was  24.5  per  cent,  and  the  absolute  cnre  in 
all  cases  19.3  per  cent.  In  the  last  series  of  cases  the 
primary  mortality  has  been  lowered  to  10  per  cent,  and 
the  operability  has  risen  to  60  per  cent.,  so  that 
Wertheim  states  that  he  expects  an  absolute  cure,  in  all 
cases  observed  of  30  per  cent.  The  accuracy  of  his  sta- 
tistics is  demonstrated  by  the  fact  that  none  of  his  cases 
were  lost  from  observation.  At  the  Kiel  congress,  in  1906, 
Wertheim  reported  60  to  70  per  cent,  of  permanent 
cures  (Winter)  after  five  years,  and  at  the  Dresden  con- 
gress, in  1907,  he  reported  120  radical  abdominal  opera- 
tions the  patients  having  been  observed  for  five  years 
after  operation,  among  whom  there  was  a  permanent 
cure  of  58.6  per  cent.  (Winter). 

Zweifel,^*  reporting  in  1907,  traced  fifty-five  women 
on  whom  he  had  made  the  radical  abdominal  operation 
for  cancer  of  the  uterus.  He  classifies  results  as  fol- 
lows: In  twenty-three  operations  in  which  a  favorable 
prognosis  was  made  at  the  time  of  operation^  fifteen 
patients  were  traced  from  five  months  to  two  years  aiid 
found  free  from  recurrence.  In  three  operations  in 
which  an  unfavorable  prognosis  was  given,  two  patients 
are  alive  fifteen  and  twentv-one  months  after  operation 
without  recurrence.  In  twenty-nine  operations  in  which 
a  bad  prognosis  was  made,  nineteen  patients  were  alive 
in  periods  from  one  year  to  three  years  and  four  months 
after  operation  without  recurrence  of  the  disease. 

The  summary  of  permanent  results  of  continental 
operators  is  as  follows : 

Three  operators  report  20^  to  80%  of  ^nres  from  1  to  5  years 

Beven  operators  report  80%  to  40%  of  cures  from  1  to  8  years 

Three  operators  report  40%  to  60%  of  cures  from  1  to  5  jrears 

One     operator  reports  50%  to  60%  of  cures  after  8  years 

Five    operators  report  60%  to  74%  of  cores  from  1  to  6%  years 
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Operators  reporting  permanent  cures  five  years  after 
operation  are  as  follows : 

Von  Rosthorn 20     per  cent 

Velt   30     per  cent 

Wertbeim 58.6  per  cent 

Polosson    60     per  cent. 

Reinlcke  86     per  cent. 

Average  of  the  five  operators,  40.72  per  cent.;  per- 
manent cures  five  years  after  operation. 

Average  of  the  American  operators,  8.39  per  cent.; 
permanent  cures  five  years  after  operation. 

Prom  the  298  radical  abdominal  operations  by  Amer- 
ican operators  there  were  forty-six  deaths  (15.77  per 
cent.)  of  the  252  survivors,  seventy-eight  are  still  free 
from  recurrence  and  twenty-five  or  8.39  per  cent,  are 
alive  and  well  five  years  after  operation,  as  follows : 

Cnre. 

Peterson  3  Permanent  care  five  years  after  operation. 

F.  Reder 2  Permanent  cnre  five  years  after  operation. 

B.  Rixford 2  Permanent  cnre  five  years  after  operation. 

J.  E.  Janvrin 2  Permanent  cure  five  years  after  operation. 

J.    O.    Polak 1  Permanent  cnre  five  years  after  operation. 

C.  G.  Cnmston 3  Permanent  cure  five  years  after  operation. 

J.  W.  Poacher 6  Permanent  cnre  five  years  after  operation. 

C.  W.  Barrett 2  Permanent  care  five  years  after  operation. 

Emll   Ries 4  Permanent  care  five  years  after  operation. 

25 

The  following  is  a  summary  of  absolute  cures : 

Mackenrodt**  58.8  per  cent.,  5% -6%  years  after  operation. 
Wertbeim,!*  19.3  per  cent.,  5  years  after  operation.^ 
DMerlein,**  1902,  16.2  per  cent,  2H-3H  years  after  operation. 
DMerleIn,'*  1908,  22  per  cent,  2^-8^  years  after  operation. 
Von  Franqne,*  10.1  per  cent,  8  years  after  operation. 
Von  Franqne,*  19.4  per  cent,  2  years  after  operation. 
Von  Rosthom,"  2.65  per  cent.,  5  years  after  operation. 
^  Awaits  retnms  from  80  per  cent 

The  advisability  of  removing  enlarged  and  carcino- 
matous glands,  when  such  are  found  at  the  operation,  is 
still  one  of  the  mooted  questions  in  the  performance  of 
radical  abdominal  operation.  While  most  operators 
agree  that  when  such  enlarged  and  carcinomatous 
glands  are  found,  a  recurrence  is  the  rule,  and  in  spite 
of  the  fact  that  Wertheim  and  others  consider  the  wide 
excision  of  the  parametria  as  the  all-important  factor 
in  the  operation,  the  following  reports  of  patients  alive 
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without  recurrence  five  years  after  operations  in  which 
such  carcinomatous  glands  were  removed  conmiands  our 
serious  consideration. 

PERMANENT     CURES     FROM     ABDOMINAL    OPERATION     IN 
VTHICH  CARCINOMATOUS  GROWTHS  WERE  REMOVED 

Emil  Bies,^*  in  1906,  reported  four  cases  in  which 
carcinomatous  glands  were  removed  at  the  time  of  oper- 
ation; the  patients  were  free  from  recurrence  five  years 
after  operation. 

D5derlein^*  has  two  patients  with  carcinoma  of  the 
cervix  who  were  operated  on  in  1902,  with  simultaneous 
removal  of  carcinomatous  glands,  who  have  remained 
free  from  recurrence  four  and  one-half  years.  He  also 
has  three  other  patients,  operated  on  in  1903,  who  have 
remained  free  from  recurrence  for  three  to  three  and 
one-half  years. 

Wertheim**  has  had  four  similar  cases  with  freedom 
from  recurrence  from  three  to  three  and  one-half  years 
after  operation. 

Mackenrodt^*  had  eighteen  cases  of  radical  operation 
with  the  removal  of  carcinomatous  glands  which,  as 
reported  by  Brunet,  are  as  follows : 

Three  cmses  in  1001,  1  patient    remaining  well  without  recarrence 

Four    cases  in  1002,  8  patients  remaining  well  without  recurrence 

Nine     cases  in  1003,  7  patients  remaining  well  without  recurrence 

Two     cases  In  1004,  1  patient    remaining  weU  without  recurrence 

Von  Bosthom®*  had  one  case  with  ultimate  recovery. 

Bumm**  had  two  cases  in  which  carcinomatous  glands 
were  removed,  in  one  of  which  the  right  ureter  had 
become  infiltrated  with  cancer  which  necessitated  the 
removal  of  the  right  kidney;  both  patients  were  well 
after  two  and  one-half  years. 

Veit^*  reports  one  patient  alive  after  five  years  in 
whom  the  glands  were  probably  carcinomatous. 

CONCLUSIONS 

From  the  foregoing  summary  we  are  warranted  in 
drawing  the  following  conclusions  regarding  the  opera- 
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bility,  primary  mortality,  permanent  results  and  abso- 
lute cures  obtained  from  the  radical  abdominal  operation 
for  uterine  cancer : 

1.  Among  Continental  operators,  including  Wert- 
heim's  figures,  an  operability  of  65.17  per  cent.,  a  pri- 
mary mortality  of  19.94  per  cent.,  a  permanent  cure 
from  three  to  five  years  in  40.72  per  cent,  (five  oper- 
ators) and  an  absolute  cure  in  all  cases  of  21.14  per  cent, 
(five  operators  with  period  of  observation  from  two  to 
six  and  one-half  years). 

2.  Wertheim's  figures  are  an  operability  of  60  per 
cent.;  a  primary  mortality  of  10  per  cent.;  permanent 
cures  after  five  years  in  58.6  per  cent.,  and  an  absolute 
cure  of  all  cases  in  19.3  per  cent.,  with  a  probability  of 
30  per  cent. 

3.  Other  Continental  operators  exclusive  of  Wert- 
heim's  figures,  give  an  operability  of  65.54  per  cent.;  a 
primary  mortality  of  13.79  per  cent.;  an  average  per- 
manent cure  five  years  after  operation  in  the  hands  of 
four  other  operators  of  36.25  per  cent.,  with  an  average 
absolute  cure  in  all  cases  three  to  five  years  after  oper- 
ation in  the  hands  of  four  operators  of  21.44  per  cent. 

4.  Eleven  American  operators  give  an  average  opera- 
bility of  35  per  cent.;  a  primary  mortality  of  15.17  per 
cent.;  permanent  cures  after  five  years,  8.39  per  cent. 
On  this  basis  the  absolute  cure  would  be  approximately 
1  per  cent. 

In  Table  6  is  found  a  comparison  of  the  results  ob- 
tained from  the  radical  abdominal  operation  with  those 
obtained  from  other  operations  for  cancer  of  the  uterus. 

From  the  review  it  is  apparent  that  the  best 
results  in  the  surgical  treatment  of  uterine  cancer  are 
obtained  from  radical  abdominal  operation.  As  long  as 
these  patients  come  for  relief  with  the  disease  in  an 
advanced  stage,  just  so  long  will  the  percentage  of  oper- 
ability of  all  cases  be  low  and  the  primary  mortality 
high,  with  a  correspondingly  low  percentage  of  absolute 
cures. 
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The  real  problems  at  the  present  time  in  the  surgical 
treatment  of  uterine  cancer  are  not  what  particular 
operation  gives  the  best  results,  but,  rather,  how  such 
patients  can  be  operated  on  earlier  and  how  the  primary 
mortality  of  the  radical  abdominal  operation  can  be 
further  reduced. 

The  first  problem  can  be  solved  only  by  a  campaign 
of  education  in  our  medical  schools  and  in  our  medical 
societies,  together  with  some  form  of  public  instruction 
similar  to  that  which  has  been  inaugurated  in  Germany 
by  Duhrssen  and  Winter.  The  problem  of  reducing  the 
primary  mortality  is  one  which  I  believe  will  be  solved 
largely  in  the  next  few  years.  Further  experience  with 
the  technic  of  the  operation,  the  use  of  spinal  anesthesia, 
perhaps  the  more  general  employment  of  Mackenrodt^s 
transverse  abdominal  incision,  Bumm^s  modification  of 
Wertheim^s  technic  for  quickly  locating  the  ureters, 
further  experience  with  implantation  of  the  ureters  in 
the  blader,  diminution  of  the  exposure  and  manipulation 
of  the  viscera,  and  the  diminution  of  the  dangers  from 
hemorrhage  either  by  Momburg's  method  or  by  tem- 
porarily clamping  the  internal  iliac  arteries,  are  some 
of  the  methods  and  procedures  which,  when  combined 
with  an  early  operation,  will  help  toward  solving  this 
problem. 
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Operability  is  a  condition  dependent  on  the  operator 
as  much  as  on  the  patient.  This  obtains  as  much  in 
operations  for  fibroids  as  in  operations  for  carcinoma. 
What  to  one  operator  is  an  inoperable  fibroid,  presents  to 
the  other  a  moderately  difficult  task.  In  carcinoma  the 
personal  factor  enters  even  more  into  the  determination 
of  operability.  I  know  of  surgeons  who  refuse  to  operate 
in  any  case  of  carcinoma  of  the  cervix ;  others  who  will 
do  only  operations  which  have  a  low  primary  mortality; 
others  again  whom  no  amount  of  primary  mortality  can 
deter  from  the  most  desperate  attempts.  Each  one  of 
them  has  his  own  conception  of  operability,  which,  ex- 
pressed in  figures,  would  vary  between  zero  and  80  per 
cent,  of  all  cases. 

Operabttity  to  one  surgeon  appears  to  be  the  condition 
in  which  it  is  possible  to  take  out  the  carcinomatous 
uterus.  Such  a  surgeon  would  probably  have  a  per- 
centage of  operability  approaching  80  per  cent.  Other 
surgeons  have  no  faith  in  surgical  operations  for  carci- 
noma, either  because  they  have  not  operated  sufficiently 
extensively  and  have  had  a  shocking  number  of  recur- 
rences, or  have  done  poor  surgery  and  have  had  a  mor- 
tality following  their  operations  which  precluded  further 
efforts  on  their  part.  This  class  sometimes  hides  behind 
the  oft-repeated  statement  that  it  is  no  use  to  operate  on 
carcinoma  anyhow,  because  in  those  cases  that  were 
really  carcinoma  recurrence  always  follows  and  those  in 
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which  recnrrence  does  not  take  place  were  not  really 
carcinoma^  microscopic  diagnosis  nothwithstanding. 

To  find  some  foundation  on  which  to  base  a  scientific 
discussion,  it  is  necessary  to  recall  a  few  generally  ac- 
cepted results  of  clinical  experience  and  pathologic  inves- 
tigation. 

First,  the  diagnosis  of  carcinoma  must  be  based  on 
microscopic  evidence.  This  evidence,  I  am  happy  to  say, 
is  now  so  generally  accepted  that  the  statements  concern- 
ing microscopic  diagnosis  which  a  few  years  ago  re- 
sounded from  prominent  rostrums  need  no  further  refu- 
tation. It  is  suflRcient  to  repeat  that  it  is  not  the  micro- 
scope or  the  stain  or  the  method  of  imbedding  or  cutting 
which  makes  the  diagnosis,  but  the  man  who  looks 
through  the  microscope. 

Second,  in  cases  which  have  been  diagnosed  as  carci- 
noma by  reliable  microscopic  investigation  the  patients 
have  been  cured  by  operation  in  numerous  instances  and 
have  remained  cured  for  many  years  after  the  operation. 
Therefore  it  is  certain  that  cases  of  carcinoma  can  be 
cured  by  operation. 

INDICATIONS    AND    CONTRAINDICATIONS    FOR    OPERATION 

The  cases  which  give  the  best  chances  of  a  complete 
cure  by  operation  are  the  cases  in  which  the  carcinoma 
is  small  and  limited  in  extent.  These  cases  give  the 
best  chances  because  the  operations  can  be  done  in  freely 
movable  tissues  and  without  sepsis  being  present  in  the 
field  of  operation ;  therefore  with  low  primary  mortality. 
Furthermore,  the  chances  of  removing  all  of  the  carci- 
noma are  good,  therefore  the  remote  results  are  satis- 
factory. 

The  cases  which  give  the  most  unfavorable  results  are 
those  in  which  the  carcinoma  has  involved  the  tissues  ex- 
tensively, and  in  which  infection  of  the  disintegrating 
tissue  has  taken  place.  These  cases  are  bad  risks  for 
both  primary  mortality  and  remote  results. 

It  is  evident  that  every  carcinoma  has  a  stage  when 
it  is  in  its  beginning  and  when  its  operative  cure  would 
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be  safe  and  lasting.  It  is  regrettable  that  only  a  piti- 
fully small  percentage  of  such  cases  reach  the  operator. 
Somebody  is  to  blame  in  every  case  in  which  this  stage 
has  been  allowed  to  pass  unrecognized  and  unoperated. 
If  we  are  charitable,  we  are  willing  to  assume  that  in 
most  cases  the  patient  herself  is  to  blame,  who  through 
ignorance,  superstition,  fanaticism  or  fear  commits  sui- 
cide by  the  carcinoma  route.  If  we  are  less  charitable 
and  more  inclined  to  criticism,  we  remember  the  many 
cases  in  which  the  physician  is  to  blame  who  fails  to 
make  the  diagnosis. 

Once  this  ideal  stage  of  carcinoma,  if  I  may  so  call  it, 
is  passed,  the  carcinoma  patient  reaches  a  condition  in 
which  many  factors  enter  into  the  determination  of  her 
chances  and  in  which  conscientious  and  able  surgeons 
may  vary  widely  in  their  individual  opinions. 

This  much  we  may  hope  to  maintain,  that  every  opera- 
tion for  the  removal  of  carcinoma  is  imdertaken  with 
the  hope  and  intention  of  removing  all  of  the  carcinoma, 
and  that  any  operation  which  fails  to  remove  all  of  the 
carcinoma  is  a  failure,  whether  the  patient  survives  it 
or  not.  If  the  patient  survives  an  operation  for  carci- 
noma which  fails  to  remove  all  of  the  carcinoma,  her 
condition  is  not  essentially  dififerent  frofn  that  of  the 
woman  whose  carcinomatous  uterus  has  not  been  re- 
moved, but  only  curetted  and  cauterized.  And  the 
chances  of  the  two  are  nearly  equal  as  far  as  length  of 
life  after  the  operation  is  concerned  (an  average  of 
eighteen  months  with  wide,  but  exceptional  variations 
above  and  below  that  average). 

There  is  no  question  that  with  modem  methods  of 
hemostasis  it  is  possible  to  remove  almost  any  uterus  af- 
fected with  carcinoma,  but  it  is  also  beyond  question  that 
this  kind  of  operation  is  a  perfectly  useless  sort  of  tight- 
rope performance;  and  let  it  be  understood  clearly,  that 
it  is  the  patient  who  is  made  to  walk  the  rope,  not  the 
surgeon. 
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When  it  appears  impossible  to  eradicate  the  disease 
completely  by  operation,  the  patient  is  better  off  with  a 
simple  palliative  operative  treatment.  Palliative  slight 
operations  achieve  nothing  but  a  mitigation  of  the  living 
death,  but  they  do  not  render  surgery  abhorrent  to  the 
next  patient  who  may  be  a  good  risk. 

From  what  we  know  about  the  lawless  ways  of  carci- 
noma of  the  cervix,  it  becomes  clear  that  the  more  of 
the  tissue  surrounding  the  original  seat  of  the  carcinoma 
is  removed  the  greater  the  chances  of  removing  all  of 
the  carcinoma  and  of  accomplishing  a  lasting  cure.  Un- 
fortunately, the  primary  mortality  increases  in  direct 
ratio  with  the  extent  of  the  operation.  Furthermore,  the 
cervix  is  in  a  particularly  unfavorable  location  for  wide 
excision  of  the  surrounding  tissues.  In  general  we 
desire  to  keep  at  least  an  inch  from  the  carcinoma  in  our 
operations.  Who  can  do  that  in  the  structure  attached 
to  the  cervix  in  front,  the  bladder?  And  who  has  the 
courage  to  advise  complete  removal  of  the  posterior  wall 
of  the  bladder  with  resection  and  reimplantation  of  the 
ureters  in  every  operation  for  carcinoma  of  the  uterus? 
Furthermore,  the  extension  of  the  carcinoma  of  the 
cervix  along  the  lymphatics  is  particularly  treacherous, 
the  paths  leading  underneath  the  apparently  intact 
vagina,  sometimes  to  considerable  distances,  and  through 
apparently  intact  broad  ligaments  to  lymphatic  glands 
inside  and  outside  the  pelvis. 

With  all  these  obstacles  which  threaten  our  results, 
we  must  keep  in  mind  that  the  farther  away  from  the 
primary  carcinoma  we  keep  with  our  excision,  and  the 
farther  away  from  the  primary  carcinoma  we  head  off 
the  outposts  of  the  carcinoma  the  greater  the  certainty 
of  a  lasting  result. 

OPERATION 

The  operation  which  I  have  had  the  honor  to  propose 
to  the  profession  in  1895,  and  which  has  since  been 
modified  and  moderated  and  variously  called  the  exten- 
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give  Freund  operation  or  the  Wertheim  operation,  was 
the  result  of  these  and  similar  considerations.  The  in- 
tention was  to  keep  as  far  away  from  the  primary  seat 
of  the  carcinoma  as  possible,  to  remove  not  only  the 
primary  carcinoma,  but  all  of  the  surrounding  tissues 
to  an  extent  which  would  include  the  most  probable  first 
metastatic  outposts,  and  at  the  same  time  to  evolve  a 
technic  which  would  give  a  fair  chance  to  the  patient  to 
survive  the  necessarily  extensive  operation.  My  first 
imitators  had  a  mori»lity  which  soon  made  them  more 
conservative,  and  at  the  present  time,  as  far  as  I  can 
ascertain,  I  am  still  the  most  radical  operator,  with  the 
result  that  all  of  the  patients  who  have  left  the  hospital 
after  a  complete  operation  are  to-day  alive  and  free  from 
pelvic  carcinoma. 

SUMMARY  OP  RESULTS 

I  have  treated  between  1897  and  the  end  of  1909 
33  patients  with  carcinoma  of  the  cervix.  Eleven  of 
these  were  too  far  advanced  for  anything  except  pallia- 
tive treatment.  Of  the  22  operated  on  8  died  from  the 
operation,  2  from  hemorrhage,  2  from  the  anesthetic,  4 
from  septic  conditions.  Of  the  14  surviving  the  opera- 
tion, 2  were  operated  on  incompletely,  the  operation 
being  interrupted  when  it  was  found  impossible  to  com- 
plete it.  Of  the  12  with  completed  operation,  one  on 
examination  of  the  specimen  proved  to  be  carcinoma 
just  above  the  cervix  and  therefore  belongs  among  the 
carcinomas  of  the  body.  One  patient  whom  I  reported  to 
the  Boston  meeting  of  the  American  Medical  Associa- 
tion as  having  had  a  recurrence  in  the  external  inguinal 
glands  under  the  skin  nine  years  after  the  first  operation, 
I  lost  track  of  one  year  after  the  second  operation.  She 
was  therefore  alive  ten  years  after  the  first  operation. 
She  belongs  to  the  submerged  stratum  of  society  and  I 
have  little  hope  of  finding  her  again.  The  10  known 
survivors  were  operated  on  as  follows:  1908,  one;  1899, 
one;  1900,  one;  1901,  two;  1903,  one;  1906,  one;  1908, 
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one;  1909,  two.  The  number  is  so  small  that  it  is 
hardly  worth  while  to  figure  out  percentages.  Suffice 
it  to  say  that  out  of  17  who  came  to  treatment  from 
thirteen  years  to  five  years  ago,  14  have  been  operated 
on  by  the  radical  operation,  1  has  been  lost  sight  of,  1 
was  carcinoma  of  the  body,  6  died  and  6  are  alive  and 
well  today;  1  twelve,  1  eleven,  1  ten,  2  nine,  1  seven 
years. 

After  this  operative  experience  and  the  pathologic 
study  of  the  specimens  removed,  the  principles  which  I 
announced  in  1895  remain  unchanged.  But  I  must 
repeat  that  the  value  of  this  operation  lies  rather  in  the 
possibility  of  more  numerous,  complete  and  lasting  cures 
of  favorable  cases  than  in  the  possibility  of  operating  on 
advanced  cases  which  are  not  amenable  to  treatment  by 
the  older  methods. 

Carrying  out  this  operation  I  foimd,  as  was  to  be 
expected,  that  certain  cases  are  inoperable  which  formerly 
would  have  been  considered  operable.  On  the  other 
hand,  certain  classes  of  cases  were  demonstrated  as  amen- 
able to  operation  which  formerly  were  regarded  as  hope- 
less, as  will  appear  in  the  further  discussion. 

Coming  to  the  more  technical  points  of  this  discus- 
sion, it  may  be  said  that  there  is  no  case  which  is  in- 
operable for  the  palliative  methods.  Even  those  patients 
who  cannot  safely  take  an  anesthetic  can  be  submitted 
to  this  palliative  treatment,  as  it  can  be  carried  out  with- 
out an  anesthetic  or  with  a  little  morphin,  in  practically 
all  cases. 

The  radical  operation  as  I  practice  it,  is  a  severe  and 
dangerous  operation  in  itself,  even  where  the  conditions 
are  reasonably  favorable  as  far  as  the  extent  of  disease 
is  concerned.  Patients  who  are  very  anemic  in  conse- 
quence of  prolonged  and  severe  hemorrhages  stand  the 
anesthetic  poorly  and  are  poor  risks  even  with  scopola- 
min-morphin  or  spinal  anesthesia.  If  preparatory  treat- 
ment of  short  duration  directed  towards  raising  the 
hemoglobin  percentage  and  the  red  blood  count  is  not 
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rapidly  successful,  the  danger  is  considerable.  Short 
stout  patients  of  stocky  frame  are  hard  to  operate  on. 
Even  tall  patients,  when  very  obese,  ofifer  great  obstacles 
and  the  operation  is  liable  to  be  extremely  diflBcult  and 
long,  and  therefore  risky.  Patients  with  nephritis, 
chronic  bronchitis  and  emphysema  and  valvular  lesions 
of  the  heart  are  in  special  danger.  Preparatory  treat- 
ment should  be  tried  in  these  cases  for  a  short  time.  If 
it  is  not  rapidly  successful  the  patient  should  be  informed 
of  the  additional  risk  she  is  running.  I  have  repeatedly 
operated  on  patients  with  well-compensated  heart-lesions 
without  bad  results. 

The  bacteriology  of  the  carcinomatous  surface  is  of 
great  importance.  Practically  all  carcinomas  contain 
micro-organisms  of  varying  degrees  of  virulence.  The 
danger  of  infecting  the  pelvic  connective  tissue  and  the 
peritoneum  is  always  present  in  spite  of  various  technical 
precautions  which  have  been  advised.  It  is  safe  to  say 
that  it  is  impossible  to  render  an  infected  carcinomatous 
ulcer  aseptic,  whatever  the  preparatory  treatment  may  be. 
The  carcinomatous  area  may  be  opened  into  in  the  course 
of  the  operation,  if  the  uterus  tears,  and  carcinomas  of 
the  cervical  canal  are  particularly  treacherous  in  this 
respect.  In  order  to  lower  the  primary  mortality  it  has 
been  advised  to  give  preparatory  treatment  to  the  septic 
carcinomatous  areas  for  weeks,  if  necessary,  before  the 
main  operation.  But  it  is  not  safe  to  let  a  carcinoma 
go  on  for  weeks,  because  in  the  course  of  these  weeks  it 
may  become  hopelessly  inoperable,  even  if  a  little  cleaner 
on  the  surface.  In  addition  it  must  be  stated  that  pre- 
liminary curetting  and  cauterizing  in  itself  is  not  with- 
out danger.  It  is  often  followed  by  rise  of  temperature, 
sometimes  even  by  exudates,  which  may  render  the  radi- 
cal operation  impossible,  Preparation  of  the  carcinoma 
the  day  before  the  main  operation  or  immediately  pre- 
ceding the  main  operation  seems  to  be  the  best  method. 
Patients  who  develop  high  temperature  and  septic  con- 
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ditions  if  prepared  one  day  before  the  intended  main 
operation,  are  best  left  without  operation. 

DIAGNOSIS  OP  EXTENT  OF  INVASION 

The  extent  of  the  neoplasm  is  of  necessity  of  prime 
importance  with  regard  to  the  operability  of  the  case. 
It  is  diagnosed  before,  during  and  after  the  operation, 
and  often  the  result  of  the  investigation  at  one  of  these 
periods  is  vastly  at  variance  with  that  at  another  period. 

Before  the  operation  the  methods  used  in  the  diagnosis 
of  the  operability  of  the  carcinoma  are  inspection  in  the 
speculum,  palpation,  vaginal,  rectal,  abdominal  and  com- 
bined, and  lastly  cystoscopy. 

The  speculum  is  mentioned  only  to  be  condemned  as 
practically  useless.  Cystoscopy  should  theoretically  give 
safe  indications,  but  does  so  only  in  a  very  limited  way. 
If  the  cystoscope  shows  that  the  carcinoma  has  grown 
through  into  the  bladder,  it  has  been  of  value,  because 
it  shows  the  case  to  be  inoperable.  But  the  other  con- 
ditions found  in  the  bladder,  edema,  bullous  edema  and 
distortion  of  the  bladder,  are  not  reliable.  They  may 
be  due  as  much  to  the  infected  condition  of  the  carcinoma 
as  to  carcinomatous  invasion  of  the  bladder  itself.  TJn- 
less  the  cystoscope  shows  actual  involvement  of  the  blad- 
der mucosa,  the  case  need  not  be  considered  inoperable 
until  further  investigation. 

Vaginal  palpation  of  the  carcinoma,  especially  after 
as  much  of  the  neoplasm  as  possible  has  been  removed 
with  the  curette,  shows  the  involvement  of  the  uterus 
and  surrounding  tissues  with  a  reasonable  amount  of 
accuracy.  Extensive  involvement  of  the  vagina  espe- 
cially if  extending  into  the  depth,  extensive  destruction 
of  the  cervix,  especially  if  involving  the  broad  ligaments, 
characterize  the  case  as  inoperable.  Palpation  through 
the  rectum  may  reveal  thickening  and  rigidity  of  the 
ligaments  which  might  make  the  operation  useless.  Pal- 
pation of  the  glands  in  the  pelvis  through  the  rectum 
has  been  recommended,  but  I  myself  have  never  been 
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able  to  palpate  glands  even  if  I  found  them  enlarged 
afterward  in  the  course  of  the  operation. 

Abdominal  palpation  might  reveal  carcinoma  of  ab- 
dominal organs  outside  the  pelvis,  thereby  forbidding  the 
operation.  Palpation  of  the  uterus  through  the  abdomen 
may  reveal  a  large  tumor,  but  that  in  itself  is  not  a 
serious  obstacle. 

Combined  palpation,  vaginal  and  abdominal,  or  vagi- 
nal, rectal  and  abdominal,  will  demonstrate  the  amoimt 
of  mobility  of  the  uterus  and  the  condition  of  the  liga- 
ments. Free  mobility  of  the  uterus,  which  was  of  prime 
importance  in  the  days  of  the  old  vaginal  hysterectomy, 
is  of  much  less  importance  for  the  method  I  advise, 
unless  the  immobility  is  due  to  carcinomatous  involve- 
ment. If  the  immobility  is  due  to  carcinomatous  fixa- 
tion, the  operation  is  not  theoretically  impossible,  but 
it  is  practically  useless  as  far  as  remote  results  are  con- 
cerned. It  is  one  of  the  important  advances  achieved 
by  the  performance  of  the  radical  abdominal  operation 
that  we  know  now  that  a  uterus  which  appears  immov- 
able on  combined  palpation,  may  be  perfectly  operable, 
with  good  remote  result,  because  in  a  number  of  cases 
the  fixation  is  not  due  to  carcinoma  but  to  chronic  inflam- 
matory thickening  of  the  ligaments. 

CONDITIONS  REVEALED  AT  OPERATION 

In  the  course  of  the  operation  the  operability  may 
appear  entirely  different  from  that  diagnosed  before  op- 
eration. Small  metastatic  tumors  in  the  liver  or  carci- 
nomatous adhesions  to  the  intestines  or  omentum  may 
be  f oimd  immediately  on  opening  the  abdominal  cavity, 
and  classify  the  case  at  once  as  hopeless,  when  no  amount 
of  abdominal  or  combined  palpation  preceding  the  op- 
eration had  revealed  these  conditions. 

Therefore  it  is  an  important  rule  that  every  radical 
abdominal  operation  for  carcinoma  of  the  cervix  should 
be  begun  as  an  exploratory  operation.  A  rapid  review 
of  the  liver,  the  abdominal  glands  along  the  aorta  and 
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its  branches  and  of  the  bladder,  must  precede  the  actual 
operating  in  the  pelvis.  Conditions  may  be  revealed  here 
which  forbid  all  further  interference.  Metastatic 
tumors  of  the  liver  make  the  case  absolutely  hopeless,  as 
do  also  large  carcinoma  masses  in  the  broad  ligament, 
especially  if  they  have  perforated  the  ligaments  and  have 
made  metastatic  nodules  on  the  peritoneum  in  the  cul- 
de-sac  or  anywhere  else.  The  condition  of  the  glands 
is  very  difiBcult  to  interpret  correctly.  Large  glands 
may  or  may  not  be  cancerous  and  small  glands  are  not 
necessarily  free  from  cancer.  Firm  attachment  of  the 
glands  to  the  veins  must  be  considered  very  suspicious. 
This  finding  may  occur  in  cases  in  which  the  carcinoma 
seemed  confined  to  a  small  area  in  the  uterus.  These 
are  the  cases  which  appear  perfectly  operable  on  careful 
examination  before  the  operation  and  prove  incurable 
in  the  course  of  the  operation.  Toughness  of  the  broad 
ligaments,  if  not  combined  with  actual  tumor  formation, 
does  not  necessarily  indicate  carcinomatous  involvement. 
In  the  course  of  the  operation  conditions  may  be  en- 
countered which  show  the  operation  to  be  useless  after  it 
is  more  or  less  completed.  For  instance,  it  may  be 
found,  after  removing  evidently  cancerous  glands  along 
the  common  and  internal  and  external  iliacs,  that  cancer- 
ous chains  of  glands  extend  under  Pouparfs  ligament 
down  into  both  thighs — a  condition  which  I  have  seen. 
Or,  in  detaching  the  vagina,  about  the  last  step  of  the 
operation  in  the  pelvis,  it  may  be  foimd  that  the  pelvic 
connective  tissue  is  invaded  to  an  unexpected  extent,  a 
condition  which  I  have  seen.  Then  we  have  performed 
an  apparently  well-indicated  operation  and  do  not  dis- 
cover until  its  very  end  that  it  was  all  useless. 

MICROSCOPIC  STUDY  OF  THE  TUMOR  AND  TISSUES 

After  the  operation  follows  the  extremely  important 
microscopic  investigation  of  the  specimen.  No  amount 
of  operative  technic  can  further  our  knowledge  so  much 
as  a  carefully  conducted  pathologic  investigation  of  the 
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specimen  with  constant  comparison  of  the  findings  before 
and  during  the  operation,  with  those  of  the  post-operative 
investigation.  This  post-operative  examination  uncovers 
all  sliortconiings  of  our  diagnosis  and  of  our  operative 
technic,  and  must  be  the  basis  of  future  improvements. 
There  is  no  greater  satisfaction  than  to  find  that  the 
results  agree  in  all  three  stages,  and  no  greater. incentive 
for  further  work  than  to  find  out  where  and  why  they 
do  not  agree.  Literally  thousands  of  sections  of  glands 
and  broad  ligaments  and  cervix  are  required  to  make 
sure  that  we  have  operated  outside  the  carcinoma,  but 
thi^work,  laborious  and  heart-breaking  as  it  may  be,  is 
a  most  essential  part  of  our  task,  on  which  the  rational 
surgical  treatment  of  carcinoma  of  the  cervix  must  be 
based. 

100  State  Street. 
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THE  USE  OF  THE  CAUTERY  IN  THE  TREAT- 
MENT OP  CARCINOMA  OF  THE  CERVIX 


CARLTON  C.  FREDERICK,  B.S.,  M.D. 

BUFFALO,  N.  Y. 


Hysterectomy  for  carcinoma  of  the  cervix  has  been  a 
more  or  less  unsatisfactory  operation,  the  large  percent- 
age of  early  recurrences  being  an  especially  distressing 
feature  of  its  results.  The  treatment  of  operable  cases 
has  now  progressed  to  a  well-nigh  perfect  degree  in 
technic  in  competent  hands.  The  radical  abdominal 
operation,  like  the  radical  breast  operation,  when  prop- 
erly done,  leaves  nothing  more  that  can  be  done  in  an 
operative  way. 

The  one  remaining  thing  to  accomplish  is  to  educate 
both  the  laity  and  physician  to  such  a  point  that  the 
patient  will  present  herself  early  to  her  physician,  and 
that  the  physician  will  make  an  early  diagnosis,  which 
being  made,  the  patient  will  be  forthwith  sent  for  oper- 
ation, rather  than  be  kept  under  the  physician's  re- 
munerative local  treatments  till  the  golden  opportunity 
has  passed.  When  such  a  condition  has  been  obtained 
the  statistics  of  radical  pelvic  extirpation  will  show  dif- 
ferent results  than  those  of  the  past. 

The  experience  of  all  operators  is  that  a  very  large 
percentage  of  cervical  carcinoma  cases  are  much  more 
advanced  than  the  examination  at  first  seems  to  show. 

Bov6e  has  said  that  fully  80  per  cent,  of  all  cases  of 
carcinoma  of  the  cervix  are  inoperable.  The  squamous- 
celled  carcinoma  of  the  portio  vaginalis,  as  shown  by 
Montgomery,  is  less  malignant  than  the  adenocarcinoma 
originating  in  the  glands  of  the  cervical  mucous  mem- 
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brane.  The  latter  much  earlier  involve  the  lymphatics 
than  do  the  f  onner. 

Emil  Bies,  Wertheim,  Clark,  Sampson,  Bov6e  and 
others  have  shown  years  ago  that  lymphatic  involvement 
high  up  may  exist  when  no  suspicion  or  evidence  of  it 
existed  on  examination.  Unfortunately,  we  shall  always 
have  a  much  larger  percentage  of  inoperable  cases  with 
us  than  we  would  wish  for.  It  seems  to  be  a  necessary 
step  to  decide  definitely  in  our  minds  between  what 
constitutes  an  operable  and  an  inoperable  case.  The 
statistics  of  the  past  would  have  been  better  had  there 
been  a  well  defined  line  of  demarcation  between  these 
two  classes. 

An  operable  case  can  be  defined  as  one  in  which  the 
disease  is  confined  to  uterine  tissue  alone,  and  an  inop- 
erable case,  one  in  which  the  growth  has  involved  sur- 
rounding tissues.  It  is  often  impossible  to  determine 
these  questions  until  the  patient  is  anesthetized.  Exam- 
ination through  the  rectum,  high  up,  is  necessary,  as 
well  as  the  vaginal  examination.  The  rectal  examina- 
tion often  tells  more  than  the  vaginal.  If  pain  has  been, 
to  any  extent,  a  symptom,  it  is  probable  that  the  exten- 
sion is  outside,  for  carcinoma  of  uterine  tissue  produces 
no  pain  nor  tenderness. 

Operations  which  do  not  remove  all  the  diseased  tis- 
sues only  hasten  the  process  of  growth,  as  witnessed 
by  the  reported  rapid  recurrences  in  so  large  a  percent- 
age of  cases.  Many  of  these  patients  would  live  longer 
if  they  were  never  operated  on.  Another  fruitful  source 
of  recurrence  has  probably  been  infection  of  raw  sur- 
faces at  time  of  operation,  as  evidenced  in  the  prompt 
recurrence  in  the  scar  in  the  vaginal  vault.  This  scar 
would  not  be  the  first  point  of  return  were  it  not  for 
this  fact. 

The  late  Dr.  John  Byrne  of  New  York  nearly  twenty 
years  ago  demonstrated  what  he  could  do  with  the  actual 
cautery  in  inoperable  cases  of  carcinoma  of  the  cervix. 
He  reported  a  series  of  successful  operations  by  the 
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method  of  which  he  was  the  author,  which  to  this  day 
excels  in  results  any  that  have  been  done  by  any  other 
operator.  He  wrote  of  his  method  and  reported  his 
results  from  time  to  time  till  his  death,  but  for  some 
imknown  reason  his  methods  were  never  persistently 
followed  by  any  of  the  army  of  operators  who  knew 
what  he  was  doing.  Dr.  Byrne,  in  a  discussion  of  one 
of  Dr.  Boldt's  papers  on  carcinoma,  made  this  statement 
relative  to  the  apathy  of  the  profession  as  to  the  cautery 
operation : 

That  the  great  bulk  of  our  profession  have  practically  ignored 
one  of  the  least  dangerous,  but  most  successful  of  all  the  means 
yet  devised  for  the  relief  and  often  permanent  cure  of  uterine 
cancer  is  something  not  to  be  proud  of  in  this  age  of  progress. 

His  report  made  in  1896  as  president  of  the  American 
Gynecological  Society  embraced  two  series  of  cases,  one 
consisting  of  63  patients  operated  on  for  cancer  of  the 
pori;io  vaginalis,  of  whom  23  patients  had  strayed  away, 
leaving  only  40  to  account  for.  Of  these,  ^^exemptions 
from  relapse  were  obtained  ranging  from  two  to  twenty- 
two  years,  averaging  nine  years  for  each.^' 

The  second  series  of  81  cases,  out  of  which  31  patients 
had  strayed,  he  repori;ed  exemption  from  relapse  as  fol- 
lows: 10  for  over  two  years;  11  for  over  three  years; 
6  over  four  years;  8  over  five  years;  6  over  seven;  2  over 
eleven ;  1  over  thirteen  and  1  over  seventeen  years.  He 
further  reported  one  of  his  stray  cases,  a  very  unprom- 
ising one  when  operated  in  1875,  discovered  alive  and 
well  21  years  afterward. 

Undoubtedly  a  goodly  proportion  of  the  patients  sub- 
jected to  hysterectomy  in  the  past  would  have  been  as 
well,  and  probably  better  off  without  operation,  and 
would  have  lived  longer.  It  is  manifestly  our  duty  not 
to  operate  when  the  results  of  such  operations  are  known 
not  to  relieve,  but  probably  hasten  tiie  death  of  the  pa- 
tient. But  we  cannot  desert  these  poor  sufferers.  And 
in  the  cautery  operation  of  Dr.  Byrne  we  have  the  means 
of  doing  for  them  that  which  cannot  be  done  in  any 
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other  way.  All  the  other  make-shifts^  the  chemical 
caustics,  such  as  zinc  chlorid,  pyoktanin,  bromin,  etc., 
are  useless  as  compared  to  the  galvano-cautery,  because 
they  are  difficult  to  control  and  of  doubtful  efficacy. 

The  galvano-cautery  can  be  controlled,  and  all  done 
while  the  patient  is  under  the  anesthetic.  When  the 
cautery  is  withdrawn  we  are  sure  that  no  further  de- 
struction of  tissues  is  going  on.  With  the  chemical 
caustics  such  is  not  the  case.  Besides,  the  cautery  is 
more  penetrating  and  certain  in  its  results. 

The  acetone  treatment,  which  Dr.  Gellhorn  of  St.  Louis 
first  called  to  our  attention  by  his  publication  in  The 
JouENAL  of  this  Association  in  1907,  and  later  in  the 
American  Journal  of  Obstetrics  and  Gynecology,  I  have 
never  tried.  I  have  been  trying  out  the  cautery  in  this 
class  of  cases.  Acetone  is  not  to  be  classed  with  bromin, 
zinc  chlorid,  etc.,  because  it  is  not  a  caustic  and  is  fol- 
lowed by  no  sloughing.  It  is  more  of  a  hardening  fluid ; 
but  from  all  reports  I  doubt  that  its  depth  of  penetration 
is  equal  to  that  of  the  cautery.  One  of  the  strongest 
points  in  favor  of  the  cautery  is  that  scar  tissue  follows 
its  use,  and  as  scar  tissue  always  is  contracting,  it  to  a 
greater  or  less  extent  interferes  with  the  nutrition  of  the 
cancer  growth  and  thereby  prevents  recurrence  or  in- 
hibits rapid  recurrence  and  growth. 

When  the  carcinomatous  growth  has  progressed  to  the 
stage  of  breaking  down  with  hemorrhage  and  iiifection, 
we  have  not  only  the  results  of  the  hemorrhage  on  the 
general  health  of  the  patient,  but  we  also  have  various 
grades  of  toxemia  from  the  infective  processes  accom- 
panying the  sloughing  and  bleeding  cancer  tissue.  Both 
the  hemorrhages  and  the  infection  may  be  stopped  by  the 
thorough  use  of  the  cautery,  thereby  controlling  two 
of  the  prominent  inroads  on  the  health  and  life  of  the 
patient.  And  if  in  addition  thereto  we  take  into  con- 
sideration the  cessation  of  foul,  fetid  discharges,  which 
are  disgusting  to  the  patient  and  all  about  her,  we  have 
added  no  inconsiderable  blessing  to  her  existence.     By 
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this  means  if  we  do  not  permanently  cure  the  patient, 
we  are  adding  to  her  length  of  days  as  well  as  making 
her  life  more  happy  and  tolerable. 

Manifestly  cauterization  of  a  fimgating  cervix  will 
not  cure  the  patient  if  the  infection  has  passed  up  into 
the  pelyic  lymphatics  beyond  the  reach  of  the  cautery. 
But  in  a  small  portion  of  cases  even  far  advanced,  in- 
fection of  the  lymphatics  higher  up  has  not  occurred, 
or  else  Dr.  Byrne  could  not  have  had  patients  alive 
five  to  twenty  years  after  cauterization  with  no  evi- 
dence of  any  carcinoma  present.  Undoubtedly  many 
of  his  successes  were  in  cases  which  were  seen  com- 
paratively early  in  the  disease^  and  as  he  treated  all 
patients  with  cancer  of  the  cervix  with  the  cautery, 
instead  of  hysterectomy,  his  results  would  naturally 
give  a  larger  percentage  of  cures  than  are  obtained  by 
treating  the  inoperable  cases  only,  by  this  method.  Cases 
which  we  consider  safely  operable  are  seldom  if  ever 
treated  in  this  way,  but  the  radical  operation  is  done 
probably  with  as  great  or  better  chances  of  non-recur- 
rence, with  a  proper  technic,  to  prevent  reinfection  at 
time  of  operation. 

The  sharp  curette  is  the  adjuvant  of  the  cautery  in 
the  inoperable  class.  By  it  all  the  soft  bleeding  mass 
may  be  removed,  thus  excavating  down  to  the  base- 
ment carcinoma.  All  of  the  cylindrical  water-cooled 
speculums  which  have  been  devised,  to  my  way  of  think- 
ing, are  hindrances  rather  than  helps  to  the  eflBcient 
performance  of  this  operation.  Because  by  their  thick- 
ness they  so  limit  the  field  of  operation  and  vision  that 
I,  at  least,  cannot  do  it  thoroughly.  Burning  of  the 
vagina  or  bladder  may  be  prevented  by  placing  over  the 
blades  of  speculums  and  retractors  moist  gauze  jackets 
made  to  fit  them.  By  this  means  a  wide  field  of  vision 
and  action  is  obtained.  After  curetting  away  all  the  soft 
tissues,  there  is  more  or  less  oozing  and  sometimes  bleed- 
ing. Dr.  Boldt,  several  years  ago,  suggested,  and  I  think 
practiced,  packing  the  crater  thus  made  and  waiting 
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a  day  or  two  before  using  the  cautery.  If  there  is  too 
free  bleeding  which  cannot  be  readily  controlled,  this 
is  a  good  plan  to  follow,  for  the  eflfective  use  of  the 
cautery  demands  a  comparatively  dry  surface ;  otherwise 
the  penetration  of  heat  from  the  cautery  tip  will  not 
be  sufficient.  Dr.  Byrne  used  a  saturated  solution  of 
zinc  acetate  with  25  per  cent,  of  strong  acetic  acid  to 
stop  oozing  and  to  dry  the  curetted  surfaces  before 
using  the  cautery.  The  acetone,  from  Dr.  Gellhom^s 
report,  will  also  prove  to  be  the  ideal  application  to  stop 
all  oozing. 

I  think  that  many  operators  have  failed  to  get  results 
and  have  given  up  the  attempt  to  do  this  operation 
because  they  have  not  used  a  good  and  efficient  cautery. 
Xo  Paquelin  thermo-cautery  apparatus  that  I  have  ever 
seen  can  do  the  work  properly.  Only  the  right  kind 
of  electro-thermo  cautery  will  do  this  work  efficiently. 
Ordinary  cautery  batteries  are  of  doubtful  utility.  The 
ordinary  street  current  used  for  incandescent  electric 
lighting,  controlled  by  a  rheostat,  gives  the  necessary 
power  to  heat  a  platinum  dome  to  any  degree  desired 
from  dull  red  to  white  heat.  Before  using  the  dome 
the  operator  should  determine  where  he  desires  the  most 
penetration,  where  the  tissues  are  thickest  and  what 
he  wishes  to  avoid,  be  it  bladder  or  peritoneal  cavity. 
The  peritoneum  has  been  opened  by  the  cautery  with 
no  ill  results.  So  long  as  intestines  are  not  burned, 
no  peritoneal  opening  could  be  made  under  more  aseptic 
precaution.  The  bladder,  rectum  and  ureters  only  are 
to  be  avoided.  The  uterine  arteries  if  not  exposed  may 
be  destroyed  by  the  deep  cooking  process  with  impunity, 
for  they  will,  long  before  the  slough  comes  away,  have 
been  effectually  sealed.  Dr.  Byrne  suggested  that  no 
packing  be  used  in  the  crater  subsequent  to  the  cautery, 
as  in  its  removal  the  slough  might  be  forcibly  torn  away 
and  hemorrhage  follow.  Natural  separation  I  have 
never  known  to  produce  any  bleeding. 
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The  best  results  may  be  secured  by  not  placing  the 
heated  dome  against  the  tissues,  but  by  holding  it  near 
them^  thus  allowing  the  heat  to  make  the  greatest  pene- 
tration, roasting  them  as  it  were.  If  the  bladder  is  well 
held  up  by  a  wet  gauze-protected  retractor  it  will  never 
be  damaged;  neither  will  the  penetration  of  the  heat 
reach  the  ureters  imless  it  is  much  overdone. 

It  is  only  within  the  past  five  or  six  years  that  I  have 
been  doing  this  work  in  a  manner  which  has  appealed 
to  me  as  eflfectual  in  this  class  of  cases.  Some  of  the 
patients  have  lived  two  or  three  years  very  comfortably ; 
two  have  been,  I  believe,  absolutely  cured,  now  living, 
one  four  and  the  other  five  years.  One  had  passed  the 
menopause,  and  she  has  a  shriveled  cicatrix  where  her 
uterus  was,  and  is  well.  The  other  was  not  yet  past  the 
menopause  and  had  hematometra  after  the  cautery,  by 
occlusion  of  the  uterine  canal,  for  which  I  did  a  vaginal 
hysterectomy.  This  uterus  was  investigated  thoroughly 
after  removal  and  not  one  slide  showed  any  vestige  of 
cancer  tissue  in  it.  She  is  well  five  years  after  the  last 
operation.  In  general,  all  of  these  cases  have  been  made 
more  comfortable  than  were  those  whom  I  formerly  oper- 
ated on  and  have  lived  longer. 

I  have  done  several  hysterectomies  for  those  whom  I 
cauterized  three  or  four  times  previously  to  the  opera- 
tion. The  effect  of  the  cicatricial  deposits  after  the 
use  of  the  cautery  has  been  to  inhibit  the  growth  of  the 
cancer  to  an  extent  which  warranted  me  in  making  the 
attempt  to  do  a  radical  abdominal  operation  later. 

I  wish,  therefore,  to  suggest  the  idea  of  using  the 
cautery  as  a  means  of  preparing  a  limited  number  of 
these  cases  for  later  radical  operation.  I  have  further 
to  suggest  the  use  of  the  cautery  freely  before  doing 
a  radical  operation,  with  the  idea  in  mind  that  no  in- 
considerable part  of  the  subsequent  recurrences  in  the 
scar,  as  before  outlined,  are  due  to  fresh  infection  of  the 
raw  surfaces  at  time  of  operation. 
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I  believe  that  free  and  deep  cautery  of  the  cervix 
before  radical  operation  does  more  to  prevent  such  recur- 
rences, as  no  other  means  has  been  devised  that  will  not 
at  times  fail.  This  I  believe  to  be  a  very  much  more 
important  step  in  the  technic  of  the  radical  operation 
than  would  at  first  thought  appear. 

64  Richmond  Avenue. 

ABSTRACT  OF  DISCUSSION 

ON    PAPEBS   OF  DBS.    SAMPSON,   JAOOBSON,   BIES,   AND  FBEDEBICK.. 

CONSTITUTING   A  SYMPOSIUM  ON   CABCINOMA   OF 

THE  UTEBUS 

Db.  Geobge  Gellhobn,  St.  Louis:  The  papers  have  pre- 
sented so  many  phases  of  the  subject  that  I  shall  confine  my 
remarks  to  the  paper  presented  by  Dr.  Frederick.  Dr.  Fred- 
erick has  spoken  of  the  cautery  for  two  different  purposes, 
if  I  imderstood  him  correctly;  one  for  the  purpose  of  radically 
curing  a  cancer,  and  the  other  for  the  purpose  of  treating 
inoperable  cases  of  uterine  cancer.  I  wish  to  refer  only  to  the 
second  use  of  the  cautery.  I  can  confirm  the  statement  of 
Dr.  Frederick  that  the  thermocautery  will  relieve  the  symp- 
toms for  a  short  time  but  I  must  insist  that  any  lasting  good 
effect  can  be  accomplished  only  by  a  methodical  repetition  of 
its  use.  Only  if  it  be  applied  every  four  weeks  for  six  or 
seven  months  in  succession  is  a  good  result  likely  to  occur. 
Unfortimately  the  patients  do  not  return  for  such  repetition; 
at  least,  my  experience  has  been  that  a  patient  would  come 
a  second  time,  but  I  have  yet  to  see  the  patient  who  would 
come  back  to  the  hospital  for  a  third  cauterization,  so  that 
the  good  effect  of  the  cautery  remains  more  or  less  theoretical. 
The  majority  of  inoperable  cases  after  all  are  in  the  hands  of 
the  general  practitioner  and  the  cautery  is  hardly  an  appliance 
of  general  practice.  The  odor  of  the  profuse  discharge  and 
the  hemorrhage  are  so  overwhelming  that  the  practitioner  is 
practically  helpless.  The  acetone  method  is  especially  suited 
to  his  needs.  Regarding  the  criticism  made  by  Dr.  Frederick, 
I  would  state  that  the  penetrating  effect  of  acetone  seems  to 
be  very  great.  From  our  laboratory  knowledge  we  know  that 
it  deeply  penetrates  dead  tissues,  and  it  is  only  logical  to 
suppose  that  the  penetration  in  living  tissue  is  even  more 
quick.  Two  and  a  half  months  ago  I  curetted  an  inoperable 
cancer  and  after  the  excochleation  the  opening  was  large 
enough  to  admit  a  speculum  about  two  inches  in  diameter. 
On  Monday  last  I  only  succeeded  in  introducing  a  very  small 
vaginal  nozzle  into  the  crater  in  order  to  pour  the  acetone  in. 
This  would  show  that  the  penetration  is  sufficiently  deep  and 
the  resulting  formation  of  scar  tissue  satisfactory.    Of  course, 
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these  patients  all  die,  but  we  are  able  to  keep  them  alive  from 
one  to  two  years  and  in  comparative  comfort.  One  of  our 
patients  in  the  St.  Louis  Skin  and  Cancer  Hospital  who  had 
been  declared  inoperable  by  Wertheim  when  he  was  in  St. 
Louis  occupied  her  position  as  scrub-woman  in  a  downtown 
office  a  year  after  having  been  declared  inoperable,  earning  a 
livelihood  for  herself  and  family.  The  woman  died  almost 
two  years  after  the  first  treatment  and  might  have  lived 
longer  except  that  the  absence  of  symptoms  induced  her  to 
stay  away  from  our  treatment.  The  acetone  treatment  is  a 
very  simple  method  and  can  be  used  in  the  hands  of  the  gen- 
eral practitioner  who  has  not  hospital  facilities.  The  lesion 
should  always  first  be  curetted  very  thoroughly.  I  use  a  large 
spoon  devised  by  Dr.  Boldt.  After  curetting,  I  insert  a  Fer- 
guson speculum  into  the  bleeding  wound  and  then  pour  the 
acetone  into  it.  In  all  the  cases  that  we  have  observed  the 
bleeding  has  been  checked.  We  use  the  pure  acetone,  a  chemical 
that  is  used  for  the  wholesale  preparation  of  chloroform,  and 
also  in  machine-shops  for  dissolving  fats.  It  is  poured  into 
the  speculum  and  left  there  for  fifteen  or  thirty  minutes.  It 
is  then  permitted  to  run  out,  a  piece  of  gauze  soaked  in  the 
acetone  is  inserted  into  the  wound  and  the  speculum  is 
removed.  The  patient  is  returned  to  bed,  which  she  may  leave 
the  next  day.  Regular  treatment  is  begun  five  days  after  this 
preliminary  treatment  and  applied  three  times  a  week  for 
several  wedcs.  As  the  symptoms  improve  we  gradually 
lengthen  the  intervals.  I  have  again  and  again  tried  to 
curette  these  lesions  after  five  or  six  or  seven  weeks  of  treat- 
ment and  I  have  hardly  ever  succeeded  as  the  walls  are  hard 
and  smooth  in  contradistinction  to  the  spongy  character  of  the 
original  excrescences.  The  subsidence  of  the  symptoms  of  the 
patient,  aside  from  the  relief  of  hemorrhage,  odor  and  dis- 
charge, is  very  marked.  Perhaps  owing  to  its  chemical  rela- 
tionship to  chloroform  the  acetone  seems  to  have  an  anesthetic 
effect  on  the  patient.  In  many  cases  the  pain  disappears. 
When  the  cancer  has  reached  the  nerves,  of  course,  the  acetone 
does  not  relieve  pain.  In  those  cases  we  have  to  resort  to 
morphin.  Certainly,  however,  the  subjective  symptoms  of  can- 
cer have  been  greatly  relieved  by  this  method,  and  we  have, 
after  trying  various  other  methods,  always  returned  to  this 
and  shall  continue  to  use  it  until  we  find  something  better. 
At  that  time,  however,  we  shall  be  the  very  first  ones  to  adopt 
the  better  method. 

Db.  Reuben  Petebsox,  Ann  Arbor,  Mich.:  I  have  been 
much  interested  in  the  Ries  operation  for  the  radical  cure  of 
cancer  of  the  uterus  ever  since  Dr.  Ries  brought  forward  his 
operation  in  1895.  I  had  the  good  fortune  to  be  associated 
with  him  shortly  after  that  time  in  the  Chicago  Post-graduate 
Hospital.  I  can  only  praise  the  thorough  work  which  Dr. 
Ries  has  done  with  his  operation  and  the  consistency  with 
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which  he  has  followed  along  one  line.  But  I  differ  with  Dr. 
Ries  because  of  my  own  experience.  We  are  not  partial  to 
any  one  operation  unless  it  will  save  the  most  patients.  My 
experience  with  the  radical  operation  for  cancer  of  the  uterus 
as  I  tried  to  carry  it  out  according  to  Dr.  Ries'  directions, 
gave  me  such  a  high  mortality  that  I  concluded  that  if  I 
could  do  a  less  radical  operation  and  save  more  lives,  the 
women  at  least  would  be  better  off.  I  agree  with  Dr.  Ries  that 
statiiiics  based  on  less  than  100  cases  do  not  count  for  much. 
Yet,  right  after  that  he  gives  his  own  statistics  with  much 
less  than  that  number.  We  must  talk  about  our  results  for 
that  is  what  we  have  to  go  on.  My  mortality  for  the  first 
fourteen  cases  was  42  per  cent.  That  is  a  shocking  mortality 
to  anybody  who  is  doing  abdominal  work.  Out  of  the  seven 
patients  that  have  been  operated  on  for  five  years  there  are 
four  alive.  Two  of  these  had  carcinoma  of  the  fundus,  which 
Dr.  Ries  very  properly  says  are  in  another  category.  Still, 
theirs  are  cancer  cases  and  in  my  hands  prior  to  this  abdomi- 
nal operation  I  did  not  save  such  patients.  You  say  it  is 
easy  to  save  them,  but  I  didn't.  I  remember  only  one  patient 
whom  I  operated  on  for  carcinoma  of  the  body  that  I  saved 
by  the  old  method.  So  setting  aside,  if  you  please,  the  two 
cases  of  carcinoma  of  the  fundus  I  have  two  patients  out  of 
seven  to  my  credit  who  have  lived  beyond  five  years.  Since 
that  time  I  have  been  doing  less  radical  work,  not  making  such 
extensive  dissection  of  the  glandular  tissue  as  Dr.  Ries  recom- 
mends. My  primary  mortality  is  much  better,  as  of  course, 
he  will  say  it  should  be.  The  operation,  even  when  one  does 
not  dissect  out  the  glands,  is  a  terrible  one  and  I  agree  with 
him  it  is  the  worst  we  have  to  perform.  In  my  last  twenty- 
three  cases  I  lost  but  one  patient.  Some  have  lived  for  over 
three  years.  I  do  not  know  whether  they  are  going  to  live 
beyond  five  years,  but  I  know  that  the  mortality  is  much  more 
satisfactory,  and  taking  that  as  a  whole  I  think  I  shall  be 
better  off  as  far  as  saving  these  women  is  concerned  than  if 
I  did  the  radical  procedure. 

Statistics  improve  with  the  operator's  experience.  I  can 
now  see  my  mistakes  with  my  first  cases.  I  have  had  the 
same  experience  that  Dr.  Ries  and  others  have  spoken  of, 
that  when  you  begin  with  this  operation  you  have  an  idea 
that  when  the  uterus  seems  to  be  firmly  fixed  in  the  pelvis  the 
patient  is  beyond  hope.  I  quite  agree  with  the  essayist  when 
he  says  that  every  operation  should  be  an  exploratory  laparo- 
tomy. In  some  of  the  cases  it  is  a  matter  of  surprise  to  find 
that  the  induration  to  one  or  the  other  side  of  the  cervix  is 
really  inflammatory  tissue  and  not  carcinomatous. 

There  is  a  certain  class  of  patients  whom  I  exclude  from  this 
radical  operation  irrespective  of  the  extent  of  their  disease 
because  the  primary  mortality  is  so  great.  Such  patients  are 
the  excessively  fat  women.    They  die  from  the  operation  almost 
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invariably  and  I  think  that  I  shall  do  better  by  them  in 
carrying  out  the  palliative  treatment  because  in  my  hands,  at 
least,  they  do  not  stand  the  ghost  of  a  chance  of  surviving 
with  the  radical  operation. 

Db.  a.  Goldspohn,  Chicago:  I  also  admire  the  radical 
work  which  Dr.  Ries  has  done;  but  when  we  consider  the 
results  of  very  extensive  autopsies  in  uterine  cancer  cases, 
particularly  those  made  by  Schauta,  which  show  that  in  only 
about  one-fourth  of  all  the  cancer  cases  the  glandular  involve- 
ment is  located  only  in  or  near  the  pelvis,  so  that  thorough 
operation  and  search  for  the  glands  is  rational,  we  feel  that 
extreme  searching  for  glands  is  irrational  and  disappointing. 
We  all  know  the  extensive  research  work  which  Schauta  has 
done  in  some  eleven  or  twelve  thousand  post-mortem  examina- 
tions of  glands.  The  conclusion  of  the  matter  is  that  if  these 
ideas  of  thorough  extirpation  are  to  be  actually  followed, 
then  the  operation,  which  consists  in  eliminating  the  human 
trunk,  as  Dr.  Ries  has  mentioned,  would  be  necessary. 

In  the  majority  of  cases  the  metastatic  glands  are  located  in 
both  the  upper  and  the  lower  parts  of  the  abdominal  cavity. 
In  a  small  proportion  they  are  in  the  upper  part  only.  In 
all  of  these  the  extreme  search  for  glands  means  the  cutting 
short  of  many  lives  by  unwise  operating,  for  no  good  reason. 
Since  recurrence  most  commonly  takes  place  in  the  cicatrix 
of  the  amputated  vagina  a  very  liberal  exsection  here  is  called 
for.  A  procedure  which  I  like  consists  in  doing  an  abdominal 
hysterectomy  with  a  moderate  search  for  glands.  Take  out 
the  uterus  thoroughly  with  the  adnexa  and  broad  ligaments 
as  closely  up  to  the  bony  limits  as  possible.  €ret  the  entire 
uterus  free  from  everything  except  the  vagina.  Dissect  the 
upper  part  of  the  vagina  also  from  the  connective  tissue  area. 
Then  tuck  the  whole  uterus  with  the  inverted  vagina  down 
into  the  small  pelvis.  Close  over  the  small  pelvis  by  peri- 
toneum from  different  directions  at  about  the  level  between 
the  true  and  false  pelvis  and  close  the  abdomen.  Then  go  to 
the  vagina  and  take  out  the  uterus,  taking  with  it  the  upper 
portion  of  the  vagina  more  thoroughly  and  safely  against 
bleeding  than  can  be  done  from  above.  This  method  has  given 
me  rather  satisfactory  results.  Repeated  cauterization  is  also 
followed  by  good  results,  in  the  inoperable  cases.  I  have  seen 
a  number  of  such  patients  live  quite  comfortably  for  three 
and  four  years. 

The  excellent  views  of  Dr.  Sampson  have  shown  what  needs 
to  be  emphasized — that  in  the  majority  of  cases  cancer  of  the 
uterus  begins  in  the  upper  part  of  the  cervix.  Germans  have 
shown  that  it  comes  chiefly  from  retention  cysts,  t.  e.,  the 
Nabothian  follicles  superficially  and  deeply  seated  up  in  the 
cervical  canal.  These  vulnerable  and  dangerous  glands  can 
mostly  be  removed  in  amputations  of  the  cervix,  when  any 
operation    for    lacerated    or    pathologic    cervix    is    indicated. 
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Such  amputation,  then,  and  not  the  Emmet  trachelorrhapy 
should  be  done.  As  a  prophylactic  for  cancer  it  will  do  much 
more  good  than  the  heroic  search  for  glands  with  the  atten- 
dant mortality  in  attempts  at  cure. 

Db.  Eliza  M.  Mosher,  Brooklyn,  N.  Y.:  The  small  number 
of  patients  with  cancer  of  the  uterus  who  are  cured  emphasizes 
what  has  been  said  here  and  for  years  past  on  the  importance 
of  instructing  women  in  reference  to  the  symptoms  and  early 
signs  of  this  disease.  Even  though  we  realize  the  tremendous 
importance  of  it,  we  cannot  do  very  much  in  our  offices  in 
the  way  of  prevention.  You  will  be  glad  to  hear  that  the 
committee  appointed  last  year  by  the  House  of  Delegates, 
termed  the  "Public  Health  Education  Committee"  has  been 
able  during  this  year,  in  New  York  and  Brooklyn  alone,  to 
give  careful  instruction  on  this  subject  to  more  than  a  thou- 
sand women,  through  these  lectures.  Throughout  the  United 
States  the  same  teaching  is  being  carried  on,  and  we  are 
hoping  that  the  number  of  cases  of  late  cancer  will  be  les- 
sened materially  during  the  next  five  years  through  the  work 
of  this  committee. 

Dr.  Hobace  G.  Wethebill,  Denver:  In  regard  to  the  work 
to  which  Dr.  Mosher  has  just  referred,  as  your  representative 
in  the  House  of  Delegates,  I  may  say  that  this  committee 
made  its  report  to  the  House  of  Delegates  yesterday  and  it 
was  a  very  comprehensive,  dignified  and  tactful  report,  show- 
ing excellent  work  on  the  part  of  the  committee.  So  far  as 
may  be  in  our  power  this  Section  should  endorse  and  support 
this  educational  committee. 

Db.  J.  H.  Jacobson,  Toledo:  Just  a  word  in  reference  to 
the  statistics  that  I  have  shown.  I  realize  full  well  that 
everything  which  Dr.  Ries  has  said  is  true;  that  it  is  very 
difficult  to  get  statistics  in  which  a  genuine  radical  abdominal 
operation  has  been  performed,  and  that  it  is  impossible  to  get 
statistics  of  operations  performed  as  thoroughly  as  Dr.  Ries 
does  them.  I  was  prompted  to  make  this  statistical  study 
because  the  operations  ordinarily  performed  for  the  cure  of 
cancer  uteri,  have  appeared  to  me  only  palliative  at  best.  If 
^w^e  expect  to  make  any  advance  in  this  work  we  must  make 
our  operations  more  radical.  I  admire  Dr.  Ries'  work  very 
much  and  have  only  words  of  praise  for  it.  Wertheim's 
results  are  the  best  up  to  the  present  time.  I  hope  that 
this  statistical  study  will  help  operators  to  adopt  this  oper- 
ation which  has  a  higher  percentage  of  permanent  and  abso- 
lute cures  than  any  other. 

Db.  Emil  Ries,  Chicago:  Wertheim  removes  a  few  glands 
from  a  patient  and  gives  a  low  percentage  of  carcinoma  in  the 
glands.  That  does  not  prove  anything.  If  anybody  removes 
glands  extensively,  as  some  have  done,  the  number  of  cases 
in  which  carcinoma  is  found  in  the  glands  is  about  60  per 
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cent.  That  means  that  two  out  of  three  women  have  cancer 
in  their  glands  when  they  have  carcinoma  of  the  cervix.  You 
take  the  chances  on  the  60  per  cent,  if  your  main  purpose 
is  a  large  primary  recovery.  You  can  do  so.  You  are  the 
physicians  and  it  is  for  you  to  say,  only  be  honest  with  the 
patient.  Tell  her  what  you  can  do.  Wertheim  said  in  Chicago 
that  all  the  patients  in  whom  he  found  cadnoma  in  the  glands 
had  recurrence.    Why?    Because  he  did  not  take  out  enough. 

The  so-called  recurrence  in  the  scar  in  the  vagina  is  not  new 
disease.  It  is  only  the  consequence  of  insufficient  operation. 
The  operation  did  not  go  far  enough. 

Just  a  word  in  regard  to  Schauta's  report.  Dr.  Goldspohn 
did  not  tell  you  all  about  it.  He  did  not  tell  that  Shauta's 
work  has  been  refuted  by  Mackenrodt.  Shauta's  paper  shows 
that  he  examined  from  six  to  ten  glands  in  each  case,  when 
the  smallest  number  should  be  approximately  twenty.  As  he 
overlooks  the  other  fourteen  the  work  of  Schauta  is  absolutely 
useless.  If  you  have  no  conception  of  the  meaning  of  examin- 
ing glands  for  carcinoma,  try  it  in  one  case.  I  have  examined 
1,200  sections  from  one  case  without  finding  a  single  bit  of 
carcinoma,  while  the  next  200  sections  were  full  of  it.  Any- 
body not  willing  to  do  such  work  should  not  talk  about  it. 
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Since  pregnancy  in  woman  usually  consists  in  single 
fetation  and  since  the  child  is  bom  needing  the  care  of 
the  mother  for  years  to  come,  that  obstetric  treatment 
which  does  not  strive  to  the  utmost  to  result  in  a  living 
healthy  mother  and  child  ignores  the  fundamental  pur- 
pose of  pregnancy,  namely,  reproduction. 

The  obstetric  art  cannot  afford  to  be  wasteful  of  a 
single  life.  As  long  as  there  is  a  child  mortality  of  2 
per  cent.,  as  reported  by  Hill,  as  well  as  a  maternal  mor- 
tality and  morbidity  and  due  directly  or  indirectly  to 
disproportion  between  the  size  of  the  passage  and  the 
passenger,  we  are  entirely  justified  in  our  efforts  to 
secure  for  each  mother  and  child  that  treatment  best 
adapted  to  their  needs. 

APPLICATION   AXD  LIMITATION  OF  HEBOSTEOTOMY 

Hebosteotomy  must  be  considered  in  the  light  of  its 
success  in  certain  conditions  in  which  other  measures 
fail  and  its  limitations  must  be  set  only  by  the  greater 
success  of  other  procedures  to  terminate  the  pregnancy 
safely  for  mother  and  child,  to  which  end  the  state  and 
the  individual  has  a  right  to  expect  that  every  means 
possible  be  brought  to  bear.  Two  important  erroneous 
impressions   obtain   in   this  relation:   first,  that  preg- 
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nancy  and  labor  are  physiologic  processes  and  second, 
that  when  they  cease  to  be  so,  the  separation  of  the 
mother  and  child  at  all  hazards  to  the  child  constitute 
successful  obstetrics.  When  we  consider  the  number  of 
maternal  and  fetal  deaths,  the  invalidism  in  mothers 
from  tears,  infections,  hemorrhages,  etc.,  and  the  crip- 
pled and  mentally  defective  children  that  result,  it  will 
be  seen  that  it  were  greater  wisdom  to  consider  them 
pathologic  processes.  This  would  send  the  obstetrician 
to  his  ease  better  equipped  mentally  as  well  as  materi- 
ally. This  would  also  do  away  with  the  midwife,  one  of 
the  greatest  inconsistences  of  modern  medicine.  As  to 
the  second  point,  it  may  not  always  be  possible  to  save 
mother  and  child  but  failure  to  do  so  allows  the  preg- 
nancy to  fail  of  its  purpose  and  this  should  not  be  until 
every  measure  at  our  command  is  exhausted.  Good 
obstetrics  means  not  only  watchful  expectancy  for  a 
spontaneous  delivery  but  wise  intervention  looking  to- 
ward the  saving  of  the  life  and  health  of  mother  and 
child. 

Not  ever}'  practitioner  has  acquired  such  skill  in  pel- 
vic measurements  that  he  can  determine  the  amount 
of  contraction,  flattening,  narrowing  of  the  pelvic  arch, 
exostoses,  size  of  the  child's  head,  etc.,  to  a  nicety; 
neither  can  an  expert  estimate  the  proportions  to  a 
certainty,  but  such  skill  can  be  acquired  as  will  fore- 
tell a  probable  difficult  labor  and  too  much  emphasis 
cannot  be  laid  on  the  importance  of  seeking  hospital 
care  and  the  services  of  one  skilled  in  obstetric  technic 
in  Older  that  the  right  step  may  be  taken  at  the  right 
time. 

METHODS  OF  DELIVERY 

The  pui-pose  of  this  paper  is  to  review  some  of  the 
methods  in  use  in  the  presence  of  disproportion  be- 
tween the  child's  head  and  the  pelvis  of  the  mother 
and  to  deal  in  particular  with  one  of  these  methods — 
hebosteotomy. 
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1.  A  marked  degree  of  contraction  has  been  considered  a 
justifiable  excuse  for  abortion  in  the  early  months  of 
pregnancy,  but  if  we  do  not  presume  to  judge  between 
human  lives  100  per  cent,  fetal  mortality  is  too  high  a 
price  to  pay. 

2.  Artificial  labor  is  sometimes  induced  after  the  period  of 
viability  has  been  reached  in  moderate  degrees  of  contrac- 
tion. 

3.  Efforts  have  been  made,  and  with  reported  eruccess,  to 
control  the  growth  of  the  child  during  the  latter  months 
of  pregnancy. 

4.  Labor  is  allowed  to  continue  beyond  the  usual  length  of 
time  in  order  that  a  disproportionally  large  head  may 
mold. 

5.  The  high  forceps  are  applied  and  efforts  made  to  drag 
the  head  into  and  through  the  pelvis. 

6.  Version  is  performed  to  force  delivery  of  the  mother  at 
the  expense  of  the  child. 

7.  Craniotomy  is  performed  even  in  the  living  child  by 
some. 

8.  Cesarean  section  is  chosen  when  a  medium  or  marked 
degree  of  contraction  is  known  to  exist  or  when  it  is  dis- 
covered while  the  child  is  still  living,  head  not  engaged, 
and  the  mother  still  in  fair  condition  and  uninfected.  In 
some  instances  these  objections  might  be  set  aside  in  favor 
of  Cesarean  section. 

9.  Enlargement  of  the  pelvis  to  meet  the  disproportion  is 
accomplished  by  separating  the  symphysis,  or  preferably 
cutting  through  the  body  of  the  pubic  bone,  the  first 
known  as  symphyseotomy  and  the  latter  variously  known 
as  pubiotomy,  hebotomy,  etc.,  but  preferably  called  hebos- 
teotomy. 

I  would  not  wish  to  say  that  any  one  of  these  methods 
is  witliout  its  field  of  usefulness  in  some  liands,  but  I 
should  have  to  have  a  stronger  indication  for  abortion 
and  craniotomy  than  that  a  patient  did  not  wish  to  sub- 
mit to  a  fairly  safe  obstetric  operation.  The  periods 
of  pregnancy  and  labor  are  no  times  for  a  woman  to 
prove  a  **quitter.^*  I  should  say  that  she  has  no  right 
to  ask  the  life  of  the  child  that  she  may  avoid  heb- 
osteotomy  or  a  comparatively  safe  Cesarean  section. 
Artificial  premature  labor  is  followed  ])y  a  large  fetal 
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Fig.  1. — Diagram  of  (A)  Sigault's  symphyseotomy  (1777)  and  (B) 
Pinard's  Isoliiopubiotomy   (1892). 


Fig.    2.— Altken's    pelvltomy    (1786). 
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Fig.  3.— Galblati's  "pelvlotomla,"  1810-1832. 


Fig.  4. — Diagram  of  (A,  A')  Pltols'  blpublotomy  (1831).  and  (B) 
Champion's  pubiotomy    (1844). 
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mortality  and  eflForts  at  dwarfing  the  growth  of  the 
child  may  prove  ineffective  or  harmful  if  effective. 

Again  our  treatment  in  many  cases  begins  only  after 
labor  has  begun  or  long  continued.  The  value  of  a 
long  and  forced  labor  in  molding  the  head  in  cases  of 
mild  disproportion  must  be  appreciated  and  yet  the 
dangers  of  exhaustion  of  the  mother  and  compression 
of  the  child's  head  must  not  be  underestimated.  The 
head  floating  above  the  pelvic  brim  after  long-continued 
labor  indicates  a  marked  degree  of  disproportion  in 
which  version  and  high  forceps  are  seldom,  if  ever, 
indicated,  as  they  are  murderous  to  the  child.  Cesarean 
section,  with  the  improved  surgical  technic,  holds  a 
wide  and  increasing  field  of  usefulness.  That  there 
have  been  errors  none  will  deny.  Much  has  been  said 
about  Cesarean  section  displacing  hebosteotomy;  they 
are  not  entirely  competitive  procedures,  they  are  com- 
plementary, each  having  a  place  of  its  own,  3'et  with 
their  fields  overlapping. 

Bemove  hebosteotomy,  and  craniotomy  or  its  near 
cousins,  high  forceps  and  version,  have  to  be  substi- 
tuted. Hebosteotomy  is  for  the  living  child ;  craniotomy 
for  the  dead.  A  well-chosen  Cesarean  section  promises 
life  for  the  future  child  after  the  death  of  this  one: 
hebosteotomy  steps  in  to  save  this  one.  "Cesarean  sec- 
tion gives  a  high  percentage  of  recoveries.*'  True,  in 
selected  cases;  but  done  in  those  cases  in  which  hebos- 
teotomy could  be  successfully  done  the  mortality  would 
decidedly  increase.  Cesarean  section  permits  of  no 
well-determined  efforts  at  labor  in  the  border  line  cases 
with  a  safe  means  of  escape  if  that  effort  fails.  The 
statistics  of  Cesarean  section  and  operations  on  the 
bony  outlet  cannot  rightfully  be  compared,  as  the 
former  are  done  on  fresh  patients  while  the  latter  are 
frequently  done  on  exhausted  patients. 
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THE    PLACE    OF    HEBOSTEOTOMY 

I  make  no  enthusiastic  claim  for  the  theoretic  beauty 
of  the  operations  of  enlarging  the  bony  pelvis,  but  if 
it  saves  life  and  in  no  great  degree  sacrifices  health,  it 
has  a  place,  and  if  it  has  a  place  its  successes  will  be 
greater  as  its  indications  are  better  understood  and  its 
technic  improved.  There  is  at  present  wide  variations 
of  opinion.  The  value  and  the  place  of  the  operation  is 
not  determined.  Williams,  who  formerly  spoke  very 
diseouragingly  of  symphyseotomy  and  in  favor  of 
Cesarean  section,  now  reports  his  experiences  based  on 
25  cases  of  hebosteotomy  with  marked  success  and  this 
is  entirely  worthy  of  the  consideration  of  the  cham- 
pions of  Cesarean  section  who  think  that  this  should 
take  the  place  of  hebosteotomy. 

RESULTS  IX  SIX  CASES 

My  experience  is  based  on  six  cases,  the  results  of 
which  have  gone  far  to  overcome  my  former  prejudice 
against  the  advisability  of  attacking  the  bony  pelvis. 
The  six  patients  while  operated  on  during  varying 
degrees  of  exhaustion  have  resulted  in  six  living  mothers 
and  six  living  children.  Of  tliese  six  cases  four  were 
seen  after  labor  had  continued  for  many  hours.  The 
patient  in  Case  4  had  been  in  labor  four  and  one-half 
days.  The  patient  in  Case  3  began  labor  \mder  my 
care  but  was  required  to  exert  a  strong  test  of  labor 
because  she  had  previously  been  delivered  of  a  9 14 
pound  girl,  with  high  forceps.  She  was  urged  to  enter 
the  hospital  at  the  second  delivery  as  it  was  found  that 
the  head  was  large  and  a  moderate  exostosis  existed  at 
the  symphysis.  The  patient  in  Case  6  entered  the  hos- 
pital under  my  care  and  it  was  thought  that  delivery 
would  take  place.  The  test  of  labor  and  the  use  of 
forceps  with  moderate  force  disproved  this.  The 
patients  in  Cases  1,  2,  3,  5  and  6  had  had  forceps  used 
previous  to  the  operation  of  hebosteotomy.  In  Cases  2 
and  3  and  G  the  forceps  were  applied  by  myself  and  a 
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very  careful  effort  made  to  engage  the  head.  In  Case 
5  the  forceps  had  been  applied  several  times  before  the 
patient  entered  the  hospitril,  the  head  was  arrested  in 
transverse  position.  It  was  thought  that  delivery  might 
be  effected  with  the  nee  of  the  forceps,  but  the  child^s 
heart-beats  were  so  rapid  and  weak  that  it  was  not 
thought  best  to  put  the  additional  tax  on  it.  Extreme 
efforts  at  resuscitation  had  to  be  used  even  after  a  very 
easy  delivery  by  hebosteotomy.  In  this  case  the  soft 
parts  over  each  parietal  eminence  sloughed  but  with  no 
evil  after-results. 

This,  like  many  of  the  complications,  must  not  be 
charged  to  the  operation.  In  Case  4  the  head  could  not 
be  reached  with  any  degree  of  safety  for  the  application 
of  the  forceps.  In  three  cases  the  hebosteotomy  com 
municated,  through  more  or  less  considerable  tears,  with 
the  vagina.  These  were  closed  with  drainage  and  in  no 
way  seem  to  complicate  the  healing  of  the  bone.  In  no 
case  were  the  tears  more  extensive  than  frequently  hap- 
pens without  the  operation,  and  Case  6,  in  which  the 
patient  had  extensive  vaginal  tear  due  to  necessarily  wide 
separation,  resulted  not  less  favorably  than  those  with 
less  tear.  In  no  case  was  there  even  annoying  hemor- 
rhage at  time  of  operation  or  hematoma  afterward. 

In  Case  1  the  operation  was  done  in  conjunction  with 
Dr.  Fitzpatrick  by  the  open  method.  The  Gigli  saw  was 
placed  so  far  inward  as  to  saw  partly  bone  and  partly 
cartillage.  All  others  were  done  by  the  subcutaneous 
method  and  separated  entirely  through  bone.  The  post- 
partujn  operation  in  Case  1  of  bringing  the  bones  and 
soft  parts  together  consumed  considerable  time,  while  by 
the  subcutaneous  method  all  this  was  avoided. 

The  bony  separation  obtained  we  have  estimated  at 
from  3  to  6  cm.  (about  I14  to  21/0  in.).  Four  of  the 
patients  have  been  recently  inspected  and  in  no  case  is 
there  a  waddling  gait  or  diflBculty  in  walikng  due  to 
tlie  bony  pelvis.     The  patient  in  Case  3  has  some  pro- 
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lapse  of  the  soft  parts  due  to  injury  to  the  levator  ani 
muscle;  and  the  one  in  Case  4  has  the  cervix  fixed  by 
scar  tissue  but  it  is  on  the  opposite  side  from  that 
operated  on  and  evidently  in  no  way  due  to  the  opera- 
tion. 

COMPLICATIONS 

Operators  have  recorded  many  evils  and  complica- 
tions among  which  are  injuries  to  the  urethra,  injuries 
to  the  bead  of  the  child  (laceration  of  the  ear),  traum- 
atism of  the  iliac  vessels,  separation  of  the  sacroiliac 
joint,  severe  hemorrhages  (in  some  cases  causing  death), 
failure  to  obtain  room  for  delivery  even  after  this  oper- 
ation, non-union  leading  to  disability,  etc.  These  mis- 
fortunes have  not  befallen  my  patients  thus  far.  It 
will  also  be  seen  that  many  of  these  are  evils  which  may 
occur  in  case  of  severe  labor  without  this  or  any  other 
operation  and  many  of  them  are  plainly  due  to  the 
injuries  which  have  prwetled  the  hebosteotomy  or  took 
place  during  delivery  independent  of  the  cutting  of  the 
bone.  Direct  injury  to  tlie  bladder  or  to  the  head  of 
the  child  have  been  due  mostly  to  a  sharp  needle  and 
this  in  itself  must  l)e  looked  on  as  faulty  technic. 

In  addition  to  the  usefulness  of  hebosteotomy  in  im- 
mediate delivery  it  is  interesting  to  determine  the  kind 
of  healing  that  takes  plac^  as  having  some  bearing  on 
the  future  health  of  the  mother  and  on  future  child- 
birth. In  all  cases  examined  the  union  has  been  firm, 
allowing  no  play  of  bone  ends.  In  no  case  has  there 
been  a  callous  felt  on  the  underside  of  the  bone,  but 
thickening  has  been  felt  on  the  upper  surface  persist- 
ing for  some  time.  In  four  cases  examined  recently  no 
thickening  remains  to  suggest  a  ))revious  operation.  In 
one  case  a  slight  depression  could  be  felt  on  the  under 
side.  There  was,  in  all  but  one  case,  some  fixation  of 
the  vaginal  wall  at  the  site  of  the  operation.  The  skia- 
graphic  picture  has  indicated  a  fibrous  union  in  two 
cases  but  with  separation   of   only  14   *^d    %   inches. 
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FiR.  6. — Heboateotomy.  Hhowing  tho  author's  noodle  In  plnco. 
entorlnj?  Just  under  tho  body  of  the  pubic  bone  and  emerging  Just 
above  the  bone  and  Inside  the  pubic  spine.  The  silk  carrying  the 
saw  is  then  double  threaded  or  tied  in  the  eye  of  the  needle. 
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respectively.  The  skiagraphic  results  in  the  other  eases 
were  not  satisfactory  and  future  attempts  will  be  made. 

The  above  finding  speaks  well  for  the  recovery  of  the 
patient  but  woidd  seem  to  promise  little  so  far  as  per- 
manent enlargement  is  concerned.  Williams  reports  the 
case  of  a  patient  dying  after  Cesarean  section  in  a  preg- 
nancy following  a  hebosteotomy,  in  which  a  post-mor- 
tem study  indicated  a  softening  of  the  fibrous  union 
that  promised  considerable  enlargement.  Some  of  his 
cases  have  shown  enlargement  and  movability  without 
apparent  disability  in  locomotion.  He  reports,  how- 
ever, that  such  enlargement  cannot  always  be  expected 
as  one  patient  had  a  second  hebosteotomy  with  a  child 
weighing  even  less.  Seven  of  the  pregnancies  follow- 
ing the  operation  in  his  cases  terminated  as  follows:  1 
hebosteotomy,  2  Cesarean  sections,  4  spontaneous  deliv- 
eries. 

It  must  not  be  taken  for  granted,  however,  that  the 
cases  of  spontaneous  delivery  were  necessarily  the  result 
of  permanent  enlargement,  for  some  of  our  patients  had 
been  previously  delivered  successfully.  Neither  must  it 
be  taken  for  granted  that  a  patient  having  had  a  heb- 
osteotomy is  going  to  require  operative  delivery  and  a 
Cesarean  section  chosen,  on  that  ground  alone.  Crede, 
Truzzi  and  Wendeler,  Schikeles,  Hammerschlag,  Bell  and 
others  have  advocated  methods  looking  toward  permanent 
enlargement,  some  even  requiring  extensive  dissections. 

When  we  consider  that  it  is  only  in  the  slightly  or 
moderately  contracted  pelves  that  hebosteotom.v  is  ap- 
plicable and  in  these  cases  the  test  of  labor  is  needed 
to  determine  whether  or  not  any  enlargement  will  be 
required,  and  when  it  is  so  easy  to  get  the  desired 
enlargement  at  the  time,  if  it  is  found  necessary; 
and  when  we  further  consider  that  any  permanent 
enlargement  that  would  not  cause  a  disability  must 
necessarily  be  limited,  while  the  required  enlarge- 
ment may  vary  3  to  6  cm.,  such  procedures  must  be 
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viewed  in  the  light  of  meddlesome  surgery.  I  am  con- 
vinced that  our  best  results  will  be  obtained  by  endeav- 
oring to  get  the  required  enlargement  for  the  present 
delivery  with  the  best  approximation  and  healing  possi- 
ble^ leaving  future  deliveries  to  be  determined  by  the 
merits  of  the  case,  spontaneous  delivery  if  possible,  for- 
ceps if  required,  hebosteotomy  if  necessary.  Cesarean 
section  if  the  degree  of  contraction  is  so  great  that 
delivery  was  very  difficult  with  the  previous  hebosteot- 
omy. To  the  extent  that  we  g^t  permanent  enlarge- 
ment, in  that  proportion  shall  we  have  disability  in  loco- 
motion or  pelvic  hernias. 

INDICATIONS 

Lewis,  in  a  summary  of  the  literature,  says :  "I  think 
the  indications  for  both  symphysiotomy  and  pubiotomy 
will  become  narrower  and  narrower  as  time  goes  on. 
In  individual  cases  the  decision  will  be  between  Cesarean 
section  and  perforation  rather  than  between  symphys- 
iotomy and  pubiotomy." 

DeLee  condemns  hebosteotomy,  but  both  these  author- 
ities speak  without  personal  experiences  with  the  opera- 
tion, preferring  Cesarean  section.  In  many  cases  the 
opportune  time  for  Cesarean  section  is  past  long  before 
the  life  of  the  child  is  extinct — these  authors  would 
have  to  resort  to  craniotomy  or,  in  these  cases,  a  death- 
dealing  high  forceps  or  version.  I  think  it  may  be  said 
that  the  operation  is  indicated  whenever  it  promises 
greater  assurances  of  life  to  the  mother  and  child  than 
any  other  measure  obtainable  under  given  conditions. 
It  can  not  compete  with  Cesarean  section  in  marked 
degrees  of  contraction  seen  early.  It  has  no  reason  to 
compete  with  craniotomy  in  the  dead  child.  Neither 
can  Cesarean  section  compete  with  hebosteotomy  in 
patients  who  are  seen  advanced  in  labor  and  in  whom 
numerous  examinations  and  forceps  applications  have 
been  made,  making  infection  possible,  or  when  the 
mother  is  exhausted.    Yet  in  many  of  these  cases  crani- 
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otomy  has  no  place^  and  version  and  high  forceps  are 
scarcely  better. 

It  must  be  said  that  tinder  these  conditions  heboste- 
otomy  is  not  at  its  best  but  is  not  precluded,  and  may 
be  said  to  have  a  wide  field.  Its  most  ideal  field  is  in 
those  cases  in  which  a  moderate  degree  of  contraction 
foretells  a  difficult  labor  but  in  which  there  is  promise 
enough  of  delivery  that  a  good  strong  test  of  labor  is 
desired.  Here  the  patient  should  be  placed  under  the 
best  of  surroundings  and  progress  awaited.  Should  the 
mother  or  child  show  exhaustion,  speedy  delivery  may 
be  obtained  at  any  time.  I  have  not  chosen  the  pro- 
phylactic hebosteotomy,  for  experience  has  shown  that 
had  I  been  so  inclined  I  would  have  performed  the 
operation  on  patients  who  were  delivered  spontaneously, 
or  with  forceps.  On  the  other  hand  I  recall  a  number 
of  cases  in  former  experience  in  which  I  should  now 
employ  hebosteotomy.  Some  place  the  aseptic  restric- 
tions on  hebosteotomy  almost  or  quite  as  strong  as  on 
Cesarean  section.  While  it  is  true  that  sepsis  compli- 
cates any  operative  procedures  and  that  complications 
will  increase  thereby,  yet  the  mere  possibility  of  sepsis 
is  no  contraindication  to  the  operation,  and  it  must  be 
remembered  that  the  infected  woman  is  not  safe  with 
or  without  operation,  and  instances  may  arise  in  which 
the  saving  of  the  child  will  more  than  offset  any 
slightly  increased  risk  to  the  mother  incident  to  such 
operative  procedure. 

HISTORY 

Hippocrates  recognized  the  disproportion  between  the 
child's  head  and  the  pelvic  outlet  and  its  tendency  to 
cause  malposition.  His  writings  also  express  the  belief 
that  delivery  is  effected  by  a  separation  of  the  pubic 
bones  and  that  this  should  be  permanent,  making  future 
childbirth  easy.  Only  the  dangers  of  surgery  would 
prevent  this  conception  from  being  utilized  in  enlarge- 
ment of  the  pelvis  during  difficult  labors.    Hebosteotomy 


Digitized  by 


Google 


256 

can  only  be  said  to  secure  the  advantages  of  symphys- 
eotomy minus  some  of  its  disadvantages,  and  therefore 
the  history  of  the  two  is  closely  associated. 

Sigault  first  demonstrated  the  possibility  of  pelvic 
enlargement  by  means  of  separation  of  the  symphysis 
in  1768  but  he  lacked  opportunity  to  demonstrate  it  on 
the  living  until  1777  when  he  and  LeRoy  operated  on 
Mme.  Suchot,  who  had  had  four  difficult  confinements 
with  no  living  child.  This  resulted  in  a  living  child. 
Antonio  Delgado  in  1781  published  an  account  of  an 
operation  of  separating  the  symphysis  with  a  knife  sub- 
cutaneously;  great  enthusiasm  was  shown  for  symphys- 
eotomy but  it  met  in  Baudelocque  a  caustic  opponent. 
Misjudgment  and  lack  of  skill  led  to  its  falling  into  dis- 
repute for  nearly  a  century,  when  it  was  revived  in  1866 


Fig.  7. — Blunt,  large-carved,  beboste- 
otomy  needle,  two-flftbs  size. 


by  Morisani,  who  in  1881  reported  50  operations  with 
40  recoveries.  Spinelli  and  Pinard  are  credited  with  its 
introduction  into  France. 

R.  H.  Harris  called  attention  to  its  use  in  this  coun- 
try, but  Jewett  was  the  first  to  perform  the  operation 
on  this  side  of  the  Atlantic.  Numerous  methods  of 
enlarging  the  pelvis  were  proposed  in  the  century  fol- 
lowing Sigault's  work.  Pitois  in  1831  proposed  *^ipu- 
biotomy,"  severing  both  pubic  bones.  Champion  pro- 
posed restricting  this  to  one  side  in  1844.  Aitkin  in 
1785,  proposed  "pelvitomy,"  cutting  into  the  obturator 
foramen  on  each  side  severing  all  rami  of  the  pubic 
bone.  Galbiati's  ''pelviotomia''  in  1819  to  1830  extended 
this  to  include  the  separation  of  the  svmphysis,  but  evi- 
dences are  lacking  that  these  operations  were  performed 
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except  on  animals.  Gigli  in  1894,  after  a  study  of  the 
disadvantages  of  symphysiotomy,  proposed  the  cutting 
of  the  pelvic  bone  through  an  incision;  this  was  but 
carrying  out  the  idea  of  Champion  fifty  years  previously. 
Bonardo  of  Lugano  was  the  first  to  perform  the  opera- 
tion in  1897.  Calderini,  Van  de  Velde  and  Gigli  soon 
followed.  Doederlein  in  1904  substituted  a  small  inci- 
sion through  which  the  tip  of  the  finger  could  be 
inserted,  to  guide  the  needle  posterior  to  the  pubic  bone. 
Walcher  and  Bumm  punctured  the  skin  and  carried  the 
needle  through  without  the  introduction  of  the  finger. 
Montgomery  of  Quincy,  111.,  was  the  first  to  do  pubi- 
otomy  in  this  country,  and  recommends  the  Gigli  inci- 
sion, claiming  to  see  no  advantage  in  the  subcutaneous 
operation.  My  observation  would  lead  me  to  a  far  dif- 
ferent conclusion. 

CHOICE  OP   METHOD  AND  TECHNIC 

As  a  means  of  enlarging  the  pelvis,  hebosteotomy 
must  be  compared  with  symphysiotomy,  the  older  oper- 
ation. Each  procedure  has  its  supporters  but  there  is 
a  growing  consensus  of  opinion  that  hebosteotomy 
secures  all  the  advantages  of  the  other  operation  minus 
some  of  its  objections.  Comparisons  of  statistics  are 
drawn  from  a  period  when  operative  technic  was  less 
perfect,  and  again  the  statistics  of  symphyseotomy  are 
largely  with  the  open  operation  while  hebosteotomy 
statistics  show  improvement  because  of  the  use  of  the 
subcutaneous,  or  partially  subcutaneous,  method.  It 
may  be  said  that  hebosteotomy  requires  special  instru- 
ments which  may  not  be  at  hand;  it  is  urged,  however, 
that  hebosteotomy  runs  less  risk  of  injuring  the  crus,  the 
urethra  and  the  bladder,  and,  being  through  bone, 
secures  better  union.  While  not  favoring  symphyse- 
otomy I  am  free  to  admit  that  its  record  might  be  decid- 
edly improved  if  the  subcutaneous  method  were  adopted. 

If  hebosteotomy  is  chosen  we  then  have  for  considera- 
tion the   open   method   of   Gigli,   the   partially   open 
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method  of  Doederlein  and  the  subcutaneous  method  of 
Walcher  and  Bumm.  My  very  limited  experience  of 
one  case  with  the  open  method,  and  five  cases  with  sub- 
cutaneous method  leads  me  greatly  to  prefer  the  latter. 
There  is  no  comparison  in  ease  of  performance  and  sim- 
plicity of  after  care.  Montgomery,  Williams,  myself 
and  others  have  chosen  the  open  method  for  the  first 
operation.  Montgomery  without  further  experience 
says  he  sees  no  advantage  in  the  subcutaneous  method. 
In  Williams'  subsequent  cases  the  patients  were  operated 
on  by  the  partially  subcutaneous  method  of  Doederlein 
and  he  much  prefers  it  to  the  open  methods.  He  has 
not  tried  the  entirely  subcutaneous  method  and  thinks 
that  his  success  in  avoiding  the  bladder  is  due  to  the 
use  of  the  partially  open  method.  He,  however,  ascribes 
some  of  the  infections  to  the  open  method  and  thinks  it 
possible  to  avoid  this  by  having  a  clean  assistant  close 
the  wound. 

There  seems  to  me  great  advantage  in  the  subcutan- 
eous method  providing  a  safe  means  of  avoiding  the 
bladder  can  be  obtained.  In  the  subcutaneous  methods 
of  Walcher  and  Bumm  a  sharp  needle  is  employed  that 
punctures  the  skin.  The  needle  which  I  have  had  con- 
structed has  a  large  curve  which  gives  plenty  of  room 
to  sweep  around  the  pubic  bone,  even  though  massive — 
as  many  of  them  are — and  still  allow  for  abundance  of 
adipose  tissue.  The  needle  not  only  offers  safety  to  the 
bladder  directly  by  reason  of  its  bluntness  but,  being 
blunt,  it  can  be  made  to  grate  against  the  bone  without 
catching  unduly  and  thereby  avoiding  contact  with  the 
bladder.  If  this  precaution  is  observed  the  point  of  the 
dull  needle  is  under  control  at  all  times.  It  will  be 
seen  that  the  sharp  needle  cannot  scrape  the  bone  and 
therefore  may  injure  the  bladder.  The  needle  enteru 
through  a  slight  knife  stab  at  the  fissure  between  the 
labium  majus  and  minus  at  the  lower  border  of  the  body 
of  the  pubic  bone,  is  made  to  scrape  the  posterior  sur- 
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face  of  this  bone  to  its  upper  border,  when  the  handle 
is  depressed  and  the  point  made  to  elevate  the  skin 
above  the  upper  border  of  the  bone  where  it  is  brought 
out  a  slight  knife  puncture.  During  the  journey  of  the 
needle,  its  direction  is  controlled  by  one  or  two  fingers 
in  the  vagina.  When  the  needle  is  in  place  it  is  threaded 
with  heavy  silk  thread,  which  carries  the  Gigli  saw,  after 
which  it  is  made  to  retrace  its  steps,  leaving  the  saw  in 
place  to  sever  the  bone.  The  time  of  performing  the 
operation  is  a  matter  of  some  discussion.  Some  Con- 
tinental writers  prefer  to  perform  the  operation  early 
in  labor  after  which  the  labor  is  allowed  to  progress 
normally.  Four  of  my  cases  were  seen  after  the  patients 
had  been  long  in  labor  and  in  the  other  two  I  needed  the 
strongest  test  of  labor  and  the  moderate  test  of  the  for- 
ceps to  prove  the  necessity  of  the  operation,  so  that  in 
all  cases  immediate  delivery  was  desirable  or  imperative, 
which  has  been  accomplished  in  each  case  with  forceps. 
Possibly  podalic  version  might  be  employed  to  advan- 
tage in  some  cases  looking  to  a  better  adaptation  of  the 
head,  as  posterior  positions  are  common.  Forward  rota- 
tion has  been  possible  in  all  cases. 

With  Williams,  I  have  found  it  a  great  advantage  to 
massage  and  stretch  the  vagina  and  pelvic  floor  previous 
to  the  introduction  of  the  saw,  but  this  is  scarcely  less 
desirable  in  forceps  delivery  and  so  cannot  be  counted 
as  belonging  to  the  hebosteotomy.  The  technic,  in  addi- 
tion to  the  forceps  delivery,  is  the  introduction  of  the 
needle  and  the  sawing  of  the  bone  with  perhaps  the 
sewing  of  an  unusually  placed  tear.  Some  have  recom- 
mended the  laying  of  the  saw  preliminary  to  the  appli- 
cation of  the  trial  of  the  forceps  but  this  would  mean 
an  unnecessary  laying  of  the  saw  in  some  cases.  It 
appears  more  desirable  to  make  the  required  test  with  the 
forceps,  failing  in  which,  the  forceps  may  be  removed 
and  the  hebosteotomy  performed  after  which  the  for- 
ceps may  be  reapplied.     On  the  other  hand,  I  do  see 
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great  advantage  in  the  preliminary  preparation  of  the 
saw  if  a  breech  delivery  or  podalic  version  is  to  be 
attempted  in  cases  of  disproportion,  as  when  once  begun, 
time  would  not  allow  the  introduction  of  the  needle 
even  if  necessary  to  delivery,  while  if  the  introduction 
had  taken  place  the  bone  could  quickly  be  severed.  I 
would  here  recommend  the  introduction  of  the  silk  car* 
rying  the  saw,  leaving  the  saw  above,  as  this  would  avoid 
the  hard  rough  saw  between  the  head  and  the  pubic 
bone.  If  delivery  failed,  the  saw  could  be  quickly  drawn 
through. 

The  after  care  has  been  very  simple  in  the  patients 
operated  on  subcutaneously.  A  sand-bag  has  been 
placed  on  each  side  of  the  patient  and  a  broad  adhesive 
strap  placed  across  the  pelvis  in  front.  In  cases  in 
which  a  vaginal  tear  occurred  this  was  closed  and  a  strip 
of  gauze  carried  up  to  the  bone  for  a  few  days. 

MORTALITY  AND  MORBIDITY 

Hebosteotomy  is  an  operation  of  importance  under- 
taken at  times  when  the  mother  or  child  has  undergone 
considerable  strain  and  sometimes  abuse.  It  is  inevit- 
able that  it  will  have  a  mortality  and  morbidity  but 
these  are  often  the  results  of  prolonged  labor  not  due  to 
the  operation  but  due  to  the  operation  being  delayed. 
It  is  an  operation  of  weight  whose  dangers  are  hemor- 
rhages, infection,  injuries  to  the  soft  parts,  etc.,  all  the 
details  of  which  cannot  be  discussed.  It  will  have  its 
greatest  percentage  of  success  in  the  hands  of  men  not 
only  trained  in  surgery  but  trained  in  obstetric  surgery 
of  this  particular  kind.  It  will  have  its  greatest  numer- 
ical success,  although  some  failures,  when  taken  to  the 
lying-in  room  by  all  who  are  willing  to  be  taught  the 
technic  and  to  provide  the  necessary  saw  and  needle.  It 
is  not  technically  as  diflBcult  as  repairing  a  lacerated 
pelvic  floor,  but  that  is  not  saying  that  it  has  no  diffi- 
culties. I  am  inclined  to  think  that  Eeed  puts  the  mat- 
ter too  lightly,  yet  any  procedure  that  will  advance  the 
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obstetric  art  greatly  must  be  capable  of  application  by 
the  many.  Schlafli  and  others  are  overconservative.  It 
is  our  purpose  and  privilege  to  say  what  is  to  be  done 
with  a  woman  advanced  in  labor  with  a  living  child  in 
the  presence  of  disproportion ;  it  is  the  individual  work- 
ers problem  to  answer  the  question  as  to  his  ability  to 
carry  this  out  in  his  environment. 
In  conclusion  I  would  say : 

1.  Pregnancy  fails  of  its  fundamental  purpose  when  it  does 
not  terminate  with  a  living  child  and  living  mother. 

2.  The  child  has  rights  that  the  mother's  wishes  and  con- 
venience have  no  right  to  ignore. 

3.  Patients  should  be  examined  for  disproportion  previous 
to  the  time  of  delivery  and  if  this  condition  is  present 
the  child  and  mother  should  be  safeguarded  by  being 
placed  under  the  best  possible  conditions. 

4.  Hebosteotomy  gives  a  separation  of  3  to  6  cm.  and 
facilitates  delivery  in  cases  of  moderate  disproportion 
to  such  an  extent  that  the  mortality  and  morbidity  to  the 
child  and  mother  is  only  slighfly  greater  than  that  inci- 
dent to  the  injuries  already  sustained. 

6.  Hebosteotomy  has  a  field  in  place  of  craniotomy  in  the 
living  child  showing  an  improved  fetal  mortality  of  nearly 
100  per  cent,  with  slight,  if  any,  increased  mortality  to 
the  mothers. 

6.  It  should  not  be  elected  in  place  of  Cesarean  section  in 
patients  with  a  true  conjugate  of  less  than  7  cm. 

7.  It  has  a  wide  field  of  usefulness  in  those  borderline  cases 
of  patients  who  fail  to  deliver  after  a  strong  labor  test. 

8.  A  head  floating  above  the  pelvic  brim  after  a  sharp  sec- 
ond stage  indicates  such  a  degree  of  aisproportion  as  to 
make  version  and  high  forceps  dangerous. 

9.  Hebosteotomy  has  a  field  in  the  above  condition  after  a 
moderate  trial  with  the  forceps  or  in  cases  in  which  they 
cannot  be  conveniently  and  securely  applied. 

10.  When  hebosteotomy  is  employed  after  labor  has  long 
continued,  the  patient  should  be  delivered  immediately 
with  high  forceps  or  version. 

11.  Version  should  not  be  employed  in  cases  with  marked 
disproportion  without  a  preliminary  laying  of  the  silk 
which  is  to  carry  the  saw. 


Digitized  by 


Google 


12.  The  simple  instniments  necessary  to  this  means  of  sav- 
ing human  life  should  be  a  part  of  the  obstetric  outfit. 

100  State  Street. 

ABSTRACT  OF  DISCUSSION 

Db.  Ebkest  G.  Zinke,  Cincinnati:  When  advocating 
hebosteotomy,  two  years  ago,  before  the  American  Associa- 
tion of  Obstetricians  and  Gynecologists,  I  found  but  little 
sympathy,  and  this  operation  was  roundly  denounced  at  a 
meeting  of  the  American  Gynecological  Society  two  years  ago. 
With  the  exception  of  Montgomery  of  Quincy,  111.,  Williams 
of  Baltimore  was  the  only  one,  at  that  time,  who  had  per- 
formed the  operation  repeatedly,  notwithstanding  the  opposi- 
tion expressed.  The  new  therapy  of  narrow  pelvis  simply 
implies  this:  We  must  carefully  study  pregnancy  cases  before 
parturition  sets  in.  If  we  discover  contracted  pelves,  these 
patients  should  be  conveyed,  if  possible,  to  a  lying-in  hospital. 
When  the  pelvic  contraction  is  moderate,  the  "test  of  labor" 
is  indicated.  If  the  passage  proves  too  small  for  the  pas- 
senger, the  case  is  one  either  for  hebosteotomy  or  Cesarean 
section.  If  the  contraction  of  the  anteroposterior  diameter  of 
the  inlet  is  not  below  8  or  7.5  cm.,  hebosteotomy  is  indicated; 
if  the  contraction  amounts  to  7  cm.  or  less,  the  case  is  one  for 
Cesarean  section.  The  i^^w  therapy  of  narrow  pelvis  has 
achieved  wonderful  results  abroad,  principally  in  (Germany, 
Italy  and  France.  There  are  on  record  several  thousand 
cases  of  narrow  pelvis  in  which  this  new  treatment  secured  a 
maternal  mortality  of  only  0.1  per  cent.,  and  a  fatal  mortality 
of  between  4  and  6  per  cent.  What  better  results  can  we 
expect?  Briefly  stated,  the  new  therapy  of  narrow  pelvis  at 
present  consists  of  the  test  of  labor,  hebosteotomy  and  Cesarean 
section.  Eighty  per  cent,  of  the  women  subjected  to  this  treat- 
ment delivered  themselves  spontaneously  without  harm  to 
themselves  or  their  offspring;  16  per  cent,  were  delivered  by 
the  aid  of  hebosteotomy,  and  only  5  per  cent,  required  Cesarean 
section.  Equally  good  results  have  never  been  obtained  by 
other  means  in  the  history  of  obstetrics. 

Db.  Collin  Foulkbod,  Philadelphia:  I  think  it  is  unwise 
to  let  this  paper  pass  without  saying  a  word  from  the  stand- 
point of  those  few  men  who.  Dr.  Barrett  says,  still  hold  to 
some  other  views  not  supporting  hebosteotomy.  In  the  institu- 
tion with  which  I  am  connected,  we  have  not  done  it,  because 
we  have  been  able  to  save  the  patients  without  doing  hebosteot- 
omy, and  because  we  have  been  led  by  the  experience  of  other 
men  to  conclude  that  perhaps  hebosteotomy  does  not  fill  the 
place  it  is  said  to  fill.  I  think  that  men  going  out  into  the 
country  should  know  something  of  the  objections  to  it.  In 
the  first  place  some  of  these  patients  should  be  subjected  to 
the  test  of  labor;  but  this  consists  in  proving  without  forceps 
whether  it  is  possible  for  the  head  to  engage  in  the  pelvis. 
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If  it  can,  there  is  no  question  of  doubt  that  we  can  bring  the 
head  out  with  forcq>8.  In  the  class  of  cases  in  which  the 
head  cannot  engage,  we  do  not  manipulate  enough  to  have 
them  called  infected  cases,  and  in  these  Cesarean  section 
is  done  with  good  results,  there  being  less  than  1  per  cent,  of 
deaths  to  the  mother,  with  100  per  cent,  of  living  children. 
These  cases  are  not  in  our  own  practice,  because  in  our  own 
patients  we  determine  by  measurement  made  before  labor 
whether  Cesarean  section  will  be  needed;  but  there  come  to  us 
in  hospital  work  certain  cases  that  have  been  handled,  and 
they  are  dealt  with  according  to  the  indications;  we  have 
saved  as  great  a  percentage  with  Porra  Cesarean  section  as 
with  hebosteotomy.  There  are  still  a  few  men  in  the  large 
cities  who  hold  to  the  view  that  patients  can  be  delivered  by 
Cesarean  section  after  a  fair  test  of  labor.  Those  who  go  out 
into  practice  should  study  cases  to  know  whether  to  induce 
labor  rather  than  do  hebosteotomy.  Hemorrhage  is  present  in 
some  cases,  and  unless  great  precaution  is  taken  there  will 
be  failure  to  control  it.  In  the  second  place,  there  will  be 
greater  lacerations  by  hebosteotomy  than  by  Cesarean  section 
in  good  hands.  Hebosteotomy  has  a  place  in  obstetrics,  but 
the  cases  in  which  it  is  applicable  are  very  few. 

Dr.  H.  D.  Fbt,  Washington:  I  expect  that  I  am  to  blame 
for  the  objections  that  were  made  to  this  operation  which  Dr. 
Zinke  refers  to  in  connection  with  the  American  G3mecological 
Society  three  years  ago.  I  read  a  paper  at  that  time  reporting 
some  cases,  and  also  the  histories  of  patients  who  had  been 
operated  on  in  this  country.  The  great  objections  to  hebosteot- 
omy as  shown  by  that  paper  were,  that  there  were  a  number 
of  cases  of  lacerations  from  the  incision  into  the  vagina  and 
injuries  to  the  bladder.  There  were  cases  of  hematoma,  of 
septic  inflammation  and  of  phlebitis,  and  in  one  of  the  cases 
that  I  reported,  the  patient  died  on  the  tenth  or  elevoith  day 
from  embolism  due  to  septic  phlebitis.  These  lacerations  of 
the  vagina  and  injuries  to  the  bladder  are  not  due  to  the  use 
of  the  needle  or  knife,  but  to  the  tearing  of  the  tissues  when 
the  head,  on  extraction,  causes  separation  of  the  bones  that 
have  been  sawn  apart.  Another  great  objection  to  hebosteot- 
omy and  symphysiotomy  is  that  convalescence  is  so  unsatis- 
factory. The  patients  suffer  a  great  deal  of  pain,  it  is  difficult 
to  draw  the  urine  and  the  nurses  dislike  the  care  of  these 
patients.  I  have  tried  repeatedly  to  have  a  special  bed  used, 
having  a  hole  cut  at  the  point  where  the  buttocks  will  come, 
so  that  the  douches  may  be  given  readily.  I  dread  to  do  the 
operation,  simply  because  of  the  unsatisfactory  convalescence. 
I  believe,  however,  that  there  is  a  place  for  symphysiotomy  or 
pubiotomy,  but  I  would  never  make  the  operation  an  elective 
one,  as  has  Williams,  who  has  done  it  in  26  cases,  nearly  every 
one  elective,  in  which  I  should  have  performed  Cesarean  sec- 
tion.    The  patients  I  would  treat  by  this  operation  are  just 
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the  ones  Dr.  Barrett  has  mentioned.  If  I  were  called  to  see  a 
woman  who  had  been  in  labor  for  some  hours,  examined 
repeatedly,  and  on  whom  the  forceps  had  been  tried,  Cesarean 
section  should  not  be  done.  In  such  cases  we  must  resort  to 
hebosteotomy  or  craniotomy,  version  or  high  forceps.  Craniot- 
omy I  do  not  believe  is  justifiable  on  the  living  child.  High 
forceps  operation  in  maternity  hospitals  has  a  death-rate 
among  children  of  33  per  cent.  Version  with  contracted  pelves 
has  about  the  same  fatality;  so  in  those  border-line  cases,  in 
which  we  have  had  labor  coming  on,  or  those  in  which  we  have 
allowed  labor  to  come  on  as  a  test,  if  the  head  is  still  not 
engaged  and  the  case  has  the  appearance  of  a  difficult  high 
forceps  one,  the  time  for  doing  a  hebosteotomy  has  arrived. 

Db.  T.  Mitchell  Burns,  Denver:  I  wish  to  speak  for 
symphysiotomy,  not  saying  that  hebosteotomy  is  not  just  as 
good.  I  believe  to  the  average  obstetrician  symphysiotomy  is 
a  simpler  operation,  requires  no  special  instruments,  and  gives 
just  as  good,  if  not  better,  results.  I  have  performed  this 
operation  four  times  on  parturient  women,  have  operated  once 
on  the  cadaver  and  another  time  on  the  dog.  I  believe  pre- 
liminary operations  should  be  done  on  the  cadaver  and  the  dog 
before  one  operates  on  the  human  being.  In  the  cadaver  I 
did  not  cut  completely  through  the  sub-pubic  ligament,  and 
as  a  result  I  had  laceration  of  the  clitoris.  I  believe  that 
symphysiotomy  or  hebosteotomy  may  be  well  performed  in  the 
private  house.  This  makes  it  a  much  better  operation  to 
consider  in  a  great  many  cases  in  the  country.  All  that  is 
necessary  to  hold  the  hips  together  afterward  is  an  ordinary 
many-tailed  bandage.  All  the  complicated  apparatus  is  abso- 
lutely unnecessary.  The  patient's  posture  may  be  lateral  or 
dorsal,  or  with  the  legs  extended  or  flexed.  She  may  get  up 
at  the  end  of  two  weeks  or  ten  days  even. 

Db.  Channing  W.  Babbett,  Chicago:  The  champions  of 
Cesarean  section  did  not  come  out  so  strongly  as  I  thought 
they  might.  There  was  much  in  the  paper  that  I  would  like 
to  have  brought  before  the  Section,  which  I  did  not  have  time 
to  read,  and  some  of  these  points  have  been  mentioned.  One 
point  is,  that  in  enlarging  the  pelvis  we  have  different  pro- 
cedures to  fall  back  on,  one  of  which  is  symphysiotomy  and 
the  other  pubiotomy.  The  advantages  of  the  pubiotomy  are 
perhaps  less  risk  of  injury  to  the  urethra,  and  bone  union 
instead  of  cartilage  union.  One  of  the  advantages  of  symphy- 
siotomy, as  Dr.  Burns  stated,  is  that  it  may  be  done  without 
the  instruments  necessary  for  hebosteotomy  in  an  emergency, 
and  the  disadvantages  of  83rmphysiotomy  as  taught  in  litera- 
ture are  not  so  great  as  the  statistics  would  indicate,  because 
the  statistics  of  symphysiotomy  are  drawn  from  an  older 
period  than  those  of  pubiotomy — a  time  when  the  technic  was 
less  accurate,  and  the  statistics  compare  open  symphysiotomy 
with  subcutaneous  hebosteotomy.     If  we  could  compare  the 
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statistics  of  subcutaneous  symphysiotomy  with  subcutaneous 
hebosteotomy  we  might  find  that  the  statistics  would  be  almost 
as  good  as  they  are  in  hebosteotomy.  Some  authors  insist 
that  the  open  method  of  one  should  not  be  compared  with  the 
subcutaneous  method  of  the  other.  Subcutaneous  hebosteotomy 
has  much  the  advantage  over  the  open  method  in  the  immediate 
time  of  doing  the  operation,  the  element  of  danger  to  the 
patient,  after  care,  etc.  Dr.  Fry  spoke  of  the  precaution  of 
having  the  patient  supported  from  the  side.  I  find  that 
entirely  unnecessary.  When  we  cut  through  the  bone  we  get 
just  a  little  separation,  because  we  have  all  the  soft  parts 
there  to  hold  the  pelvis.  If  an  open  operation  were  being 
performed  we  might  need  to  observe  this  precaution.  In  the 
subcutaneous  operation  it  is  only  when  we  draw  the  head 
through  the  pelvis  that  we  get  such  separation  as  is  required. 

The  point  was  made  in  regard  to  Cesarean  section  that  the 
cases  were  chosen — that  the  physicians  determined  beforehand 
by  measurement  whether  the  head  was  going  to  come  through 
the  pelvis  or  not.  They  must  have  a  very  fine  technic.  There 
are  some  cases  in  which  measurement  would  easily  determine 
that  a  Cesarean  section  would  be  necessary,  but  that  is  not 
the  average  case.  More  frequently  it  is  the  border-line  cases 
we  meet  in  which  a  strong  labor  test  is  required  to  determine 
this.  I  have  had  opportunity  to  observe  cases  in  which 
measurement  determined  that  a  Cesarean  section  would  be 
necessary,  but  labor  easily  proved  the  contrary  by  spontaneous 
delivery.  A  slight  test  of  labor  is  no  test  at  all;  it  takes  a 
very  hard  test  to  tell  whether  the  woman  is  going  to  deliver 
herself  spontaneously  or  with  forceps,  after  which  a  Cesarean 
section  may  not  be  advisable.  We  see  also  cases  in  which  the 
patients  have  been  in  labor  under  the  hands  of  some  one  else, 
and  they  have  passed  the  time  when  safe  Cesarean  section 
could  be  done.  In  hebosteotomy  we  have  an  operation  that 
an  average  man  can  do. 

Williams  says,  that  in  cases  in  which  he  is  going  to  put  on 
forceps  or  periform  version,  he  would  put  the  saw  in  position 
so  that  if  version  or  forceps  failed  he  could  sever  the  bone. 
This  is  unnecessary  in  case  the  forceps  are  to  be  applied, 
because  if  the  forceps  fail  we  can  take  them  off  and  then 
introduce  the  needle  and  saw.  In  version  this  precaution  is 
important,  but  I  would  urge  the  advisability  of  introducing 
the  silk  that  is  to  carry  the  saw  rather  than  the  saw  itself, 
as  we  will  not  then  have  the  rough  saw  between  the  fetal 
parts  and  pelvic  bone,  while  if  efforts  at  delivery  fail  the  saw 
can  readily  be  drawn  through.  My  experience  has  not  demon- 
strated that  the  patient  has  marked  pain  after  this  operation, 
nor  that  the  after-care  is  formidable,  as  has  been  mentioned 
by  Dr.  Fry. 
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OPERATION  FOR  RETRODISPLACEMENT  OF 
THE  UTERUS 


J.  M.   BALDY,  MJ). 

PHILADELPHIA 


I  am  not  greatly  interested  in  the  minute  anatomy,  the 
exact  relative  normal  position  of  the  organ  and  liga- 
ments when  I  am  faced  with  a  displacement  of  the 
uterus.  There  are  so  many  factors  entering  into  the  new 
position,  and  so  much  uncertainty  as  to  which  one  or 
which  combination  causes  the  trouble  that  the  question 
to  be  solved  is  rather,  how  the  uterus  can  he  held  in  such 
a  position  as  to  relieve  the  untoward  symptoms  and  at 
the  same  time  do  no  future  damage.  It  matters  little  to 
us  whether  the  means  used  are  the  natural  ones  or  not. 
As  a  matter  of  fact,  this  is  exactly  what  is  done  by  each 
and  every  operator  without  exception,  no  matter  how 
learaedly  in  the  first  instance  he  discusses  the  natural 
supports. 

In  further  discussion  I  shall  merely  present  the  pro- 
cedure with  which  I  have  been  experimenting  for  the 
past  twelve  years  or  so,  which  is,  I  think,  fully  estab- 
lished and  amply  justified  by  results,  and  which  has 
taken  the  place  of  all  other  procedures  in  my  practice 
for  this  class  of  cases. 

The  operation  is  not  new.  I  first  referred  to  it  in  a 
paper  in  1902  after  a  few  years'  trial  only.  I  have 
performed  it  almost  constantly  ever  since,  modifying  it 
here  and  there  at  times  as  apparent  difficulties  arose  and 
as  it  seemed  necessary  to  overcome  certain  objections  and 
certain  faults  in  results ;  and  I  find  at  the  present  time 
a  completed  technic  which  is,  I  think,  perfect. 
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Primarily  the  operation  was  done  empirically  with  no 
idea  of  its  true  mechanics;  and,  this  being  so,  it  may 
readily  be  appreciated  why  apparent  difBculties  were  hard 
to  overcome  and  why  changes  were  necessarily  but  blindly 
made  from  time  to  time.  And  yet,  with  it  all,  the  general 
principles  have  remained  the  same  from  the  first,  viz., 
'^the  round  ligaments  brought  through  an  opening  made 
in  the  broad  ligaments  and  imited  behind  and  to  the 
uterus/'  The  proposition  is  simple,  the  resulting  advan- 
tages being  manifest  only  when  the  procedure  is  properly 
carried  out.  The  mechanism  is  plain,  but  has  never 
to  my  knowledge  been  fully  appreciated  or  fully  pointed 
out,  evMi  by  Webster,  who  has  for  the  same  length  of 
time  performed  an  operation  with  exactly  the  same  prin- 
ciples but  varying  slightly  in  technic. 

What  is  the  position  and  condition  of  the  uterus  in 
the  nonnal  female  pelvis?  The  fundus  is  bent  slightly 
on  the  cervix  and  well  forward  of  the  direct  axis  of  the 
pelvis,  it  is  freely  movable  in  all  directions  within  cer- 
tain well-defined  limits,  moving  always  with  the  cervix 
as  a  movable  pivot.  The  whole  organ  is  so  high  in  the 
pelvis  as  to  allow  the  top  of  the  fundus  to  arise  well 
above  the  iliopeddneal  lines  of  the  bony  pelvis.  The 
ovaries  are  suspended  correspondingly  high  and  rest  on 
the  upper  posterior  portion  of  the  broad  ligaments.  Any 
operation  which  does  not  take  these  conditions  fully 
into  consideration  and  which  does  not  leave  the  organs 
approximately  in  these  conditions  and  positions  cannot 
be  considered  as  ideal. 

In  all  the  confusion  of  anatomy,  physiology  and  path- 
ology, sight  is  lost  of  the  fact  that  in  the  vast  majority 
of  cases  there  is  a  general  relaxation  and  stretching  of 
all  the  supports,  often  of  the  whole  of  the  abdominal  con- 
tents, and  that  the  uterus  as  well  as  the  ovaries  lie 
down,  as  it  were,  in  the  pelvis  limp  and  inert;  the 
stretching  of  the  ligaments  is  that  of  overstretched 
rubber,  not  that  of  hypertrophy  of  tissue  which  may  sub- 
sequently undergo  involution.     The  loss  of  support  is 
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a  complex  one,  not  merely  the  defect  of  one  ligament; 
and  the  ratio  of  loss  in  each  individual  element  of  sup- 
port is  impossible  of  estimation,  nor  is  it  worth  while 
to  try  to  estimate  it.  The  point  is  not  to  tell  just  what 
is  the  degree  of  relaxation  of  one  of  the  uterosacral 
ligaments  or  both,  what  that  of  the  right  uterovesical 
ligament  or  both,  or  what  that  of  the  broad  ligaments, 
and  then  to  attempt  to  devise  an  operation  for  each  and 
all  these  supposed  defects,  but  to  recognize  the  fact  that 
before  us  is  a  group  of  organs  which  for  some  reason  or 
other  (it  matters  not  what)  are  in  a  false  position  and 
being  so  are  exposed  to  traumatism  and  other  influences 
which  will  eventually  or  have  already  brought  about  a 
train  of  symptoms  which  it  is  very  desirable  to  abate. 
These  organs  having  lost  the  use  of  their  natural  sup- 
ports, can  we  successfully  substitute  others  to  take  their 
place?  These  are  the  lines  on  which  I  have  worked 
most  successfully  and  this  is  the  basis  of  the  accompany- 
ing operation.  The  round  ligaments  are  used  as  arti- 
ficial supports  in  an  artificial  manner  to  accomplish 
what  Nature  originally  accomplished,  viz.,  "a  utefus 
with  the  fundus  forward  of  the  direct  line  of  the  axis 
of  the  pelvis,  freely  movable  in  all  directions  on  the 
cervix  as  a  movable  pivot,  the  fundus  raised  up  to  and 
above  the  iliopectineal  lines  and  the  ovaries  swung  cor- 
respondingly high  and  free  from  all  attachments  on  the 
posterior  side  of  the  broad  ligaments."  The  simple  pro- 
cedure of  drawing  the  round  ligaments  around  the 
posterior  side  of  the  uterus,  fastening  them  together  as 
they  meet,  and  then  fastening  them  to  the  uterus  itself 
at  a  selected  point,  fulfils  perfectly  each  and  every  one 
of  these  indications. 

A  study  of  the  accompanying  illustrations,  which  were 
drawn  at  the  operating-table,  will  render  the  operation 
and  its  results  perfectly  clear. 

Contrast  Figure  1  with  Figure  5  and  note  the  follow- 
ing points:  the  distance  from  the  fundus  to  the  sig- 
moid, the  distance  from  the  fundus  to  the  pubis,  the 
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FIk.  1. — rtcrus  and  appendages  low  in  tbe  pelvis  and  Inclined 
backward.  This  Is  brought  out  more  clearly  by  contrasting  Figure 
1  with  Figure  2,  In  which  one  side  Is  raised  by  the  fingers  well  up 
above  the  lllopeetineal  lines  while  the  opposite  side  remains  low 
down  In  the  pelvis. 
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Fig.  2. — Fundus  drnwn  woll  forward  and  away  from  the  sigmoid 
flexure ;  liemostatic  forcops  iK>rforating  the  broad  ligament  from 
l)ehind  to  its  anterior  aspect,  on  which  lies  the  round  ligament. 
A  pair  of  tissue  forceps  is  grasping  the  round  ligament  and  carry- 
ing It  into  the  bite  of  the  perforating  hemostatic  forceps. 


Digitized  by 


Google 


Digitized  by 


Google 


269 

height  of  the  fniidus  and  ovaries  as  shown  by  the  sha- 
dows and  the  iliopectineal  lines ;  also  the  uterosacral  lig- 
aments. It  will  readily  be  recognized  how  well  forward 
of  the  axis  of  the  pelvis  the  fundus  is  brought,  how 
high  it  rises  in  the  pelvis  and  how  high  are  the  ovaries 
and  Fallopian  tubes. 

The  question  at  once  arises :  What  forces  are  brought 
into  play  to  bring  these  organs  into  such  perfect  position 
and  how  do  they  act  to  retain  them  there  ? 

The  uterus  is  upheld  by  the  encircling  round  liga- 
ments (Fig.  5,  Orb). 

The  ovaries  and  Fi^Uopian  tube  are  upheld  by  the 
passage  of  the  round  ligaments  under  the  ovarian  liga- 
ments (Fig.  5,  d). 

The  uterus  is  held  forward  by  three  forces,  viz. : 

1.  The  pressure  of  the  intra-abdominal  force  on  its 
posterior  aspect. 

2.  The  resistance  of  the  encircling  band  of  round 
ligaments  (Figs.  7,  8,  B-C;  Fig.  5,  a-6). 

3.  The  pull  forward  and  downward  of  the  round  liga- 
ments at  their  attachment  at  the  uterine  comua  (Figs. 
5  and  8,  b;  Fig.  9,^1). 

The  whole  structure  is  steadied  by  those  portions  of 
the  round  ligament  running  to  the  normal  abdominal 
attachments  (Fig.  8,  A-C;  Fig.  5,  a-c). 

It  will  be  noted  by  reference  to  the  illustrations 
(Fig.  2)  that  the  forceps  perforate  the  broad  ligament 
close  to  the  uterus  and  directly  under  the  ovarian  liga- 
ment. This  is  essential  to  the  best  results.  A  too  low 
perforation  in  the  broa.d  ligament  will  give  an  unsatis- 
factory result.  When  the  round  ligaments  are  adjusted 
and  brought  snugly  together  posterior  the  ovarian  liga- 
ment rests  on  each  round  ligament  and  without  so  much 
as  touching  the  ovary  or  Fallopian  tube  always  and  with 
absolute  certainty  insures  the  proper  and  safe  elevation 
of  those  organs.  This  is  the  only  operation  of  which  T 
know  that  secures  this  result ;  and  if  one  recognizes  the 
truth  that  it  is  often  the  prolapsed  ovary  which  induces 
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the  symptoms,  one  must  readily  recognize  the  great 
advantage  of  this.  When  the  utenia  is  thrown  forward 
by  almost  any  other  operation,  the  ovary  will  usually 
rise  in  the  pelvis  with  it,  and  the  displacement  of  the  two 
organs  will  be  corrected  at  one  and  the  same  time.  But 
every  operator  will  recognize  the  fact  that  there  is  a 
certain  large  group  in  which  the  ovarian  ligaments  are 
relatively  more  stretched  than  those  of  the  uterus,  and  in 
spite  of  the  fundus  being  brought  forward  the  ovaries  are 
still  prolapsed. 

The  elevation  of  the  ovaries  is  not  accomplished  by 
the  general  elevation  of  the  uterus  alone,  but  is  materi- 
ally aided  by  the  rolling  forward  a  quarter  of  a  circle 
or  more  of  the  top  of  the  broad  ligament  owing  to  the 
pull  backward  of  the  round  ligament  as  it  passes  through 
the  hole  in  the  broad  ligament,  and  the  more  the  pos- 
terior pull  of  the  round  ligament  the  greater  the  ten- 
dency to  the  rolling  forward  of  the  top  of  the  broad  liga- 
ment and  the  consequent  elevation  of  the  ovary  and 
Fallopian  tube.  I  have  in  no  case  seen  this  occur  to 
such  an  extent  as  in  any  way  to  endanger  the  patency 
of  the  tube.  This  whole  mechanism  is  perfectly  plain 
when  seen  in  the  living  subject  and  is  perfectly  com- 
patible with  every  known  mechanical  law. 

The  second  fact  accomplished  is  that  of  the  elevation 
of  the  uterus  and  everything  connected  with  it  (Pig.  5). 
This  is  brought  about,  of  course,  on  principles  somewhat 
similar  to  those  which  would  be  involved  in  grasping  a 
boy  in  one's  arms  and  lifting  him  up.  This  requires 
fixed  points  from  which  to  act.  In  the  operation  these 
points  are  the  attachment  of  the  round  ligaments  to  the 
abdominal  wall,  iheir  attachments  to  the  fundus  uteri, 
their  attachment  throughout  their  whole  course  through 
the  broad  ligaments,  and,  finally,  the  artificial  attach- 
ments made  by  the  operator  as  they  are  brought  together 
behind  the  uterus  and  stitched  to  that  organ. 

It  has  been  said  in  criticism  that  the  round  ligaments 
will  be  stretched  by  the  weight  put  on  them  and  that  the 
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weakest  part  of  the  ligament,  viz.,  the  abdominal  wall 
end,  is  the  part  which  carries  the  whole  weight.  Only 
ignorance  of  the  mechanics  and  the  fact  that  the  critic 
has  not  performed  the  operation  can  justify  this  criti- 
cism. If  it  be  contended  and  believed  that  the  weight 
of  the  uterus  and  pelvic  organs  can  be  sustained  by  the 
longitudinal  pull  on  the  round  ligaments,  as  is  the  case 
in  the  Gilliam,  the  Mayo,  the  Montgomery,  the  Alex- 
ander and  every  other  modification  of  this  class  of  pure 
suspension  operations,  in  how  utterly  prejudiced  a  con- 
dition must  be  the  mind  which  fails  to  grasp  the  fact 
that  the  downward  pull  of  the  organs  against  the  lateral 
resistance  of  the  full  length  of  the  ligament  has  only  a 
fraction  of  the  chance  of  overstretching  which  obtains 
in  the  longitudinal  pull !  In  the  operations  of  the  class 
just  mentioned,  pure  and  simple  suspension  operations 
all  of  them,  the  full  success  of  the  result  depends 
entirely  on  the  suspension,  not  another  element  enter- 
ing into  the  result.  Furthermore,  in  these  operations 
one  and  all  the  pelvic  organs  are  lifted  by  sheer  force 
into  the  abdominal  cavity,  there  to  be  suspended  in  a 
position  they  were  never  intended  to  be,  with  lessened 
mobility  and  the  full  weight  of  the  downward  drag,  per- 
manently dependent  on  the  integrity  of  the  round  liga- 
ments alone. 

Contrast  this  condition  with  the  operation  under  con- 
sideration. The  uterus  is  lifted  up  and  sustained  by  the 
encircling  round  ligaments  as  shown  in  Figures  6,  7  and 
8.  But  only  temporarily  is  this  full  force  put  on  the 
round  ligament.  The  fundus  is  thrown  forward  of  its 
center  of  gravity,  and  as  the  patient  lies  on  the  operat- 
ing-table with  the  abdomen  open  the  fundus  remains 
forward  where  the  hand  places  it  (Fig.  5).  In  this 
position  the  intra-abdominal  force  is  exerted  on  the  pos- 
terior aspect  of  the  fundus,  forcing  it  the  further  for- 
ward and  the  more  surely  holding  it  there.  Gravity  also 
aids  this  action. 
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What  occurs  when  the  patient  arises?  On  certain 
movements  the  fundus  has  a  tendency  to  go  backward. 
Should  this  occur  the  intra-abdominal  force  would  soon 
be  exerted  on  the  anterior  aspect  of  the  fundus  and  the 
uterus  would  be  forced  to  a  posterior  position. 

In  studying  the  mechanism  of  the  forces  at  play  it  is 
soon  evident  that  two  things  prevent  this  accident. 

1.  The  sling  back  of  the  uterus  formed  by  the  round 
ligaments  property  adjusted  meets  the  force  temporarily 
urging  the  fundus  posterioriy  and  obstructs  that  action. 

2.  The  force  of  the  fundus  against  the  encircling 
round  ligaments  causes  a  pull  on  the  ligaments  at  their 
attachments  to  the  anterior  uterine  wall;  and  the  harder 
this  pull  the  greater  the  tendency  to  draw  the  top  of  the 
fundus  forward  and  downward  and  to  antagonize  the 
tendency  backward. 

In  other  words,  we  have  two  forces  acting  against  and 
neutralizing  the  efforts  of  the  uterus  to  go  backward, 
and  it  is  impossible  for  the  one  to  be  brought  into  play 
without  the  other  instantly  operating  to  aid  it. 

Until  some  effort  of  the  individual  causes  the  situation 
to  arise  which  attempts  to  force  the  uterus  backward, 
the  uterus  remains  quietly  forward  by  combination  of 
gravity  and  intra-abdominal  force,  and  no  tension  what- 
ever, other  than  that  which  is  being  exerted  to  uphold 
the  uterus,  is  put  on  the  round  ligaments.  In  other 
words,  for  the  most  part  there  is  no  pressure  exerted  on 
the  round  ligament  at  all ;  it  is  only  called  on  intermit- 
tently and  temporarily  to  exert  itself  and  when  it  does 
so  at  all  it  offers  two  points  of  resistance :  in  the  obstruc- 
tion posteriorly  and  in  the  pull  forward  and  downward 
at  the  uterine  comua,  thus  subdividing  the  work 
put  on  it. 

In  all  the  suspension  operations,  without  exception, 
the  full  weight  of  the  pelvic  organs  are  permanently 
dragging  on  the  normal  ligaments  in  the  most  vulner- 
able direction.  Those  parts  of  the  round  ligament  run- 
ning to  the  abdominal  walls  are  only  slightly  affected  in 
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FIjf.  3. — Round  ligament  in  tho  grasp  of  the  hemostatic  forceps 
and  in  process  of  being  drawn  through  the  t>rond  ligament  to  its 
posterior   a8|)ect. 
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V\g.  4.— Both  round  UgamontH  drawn  to  the  posterior  portion  of 
the  broad  IlKamont  and  approaching  oach  othor. 
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F!r.  r». — The  two  round  ligaments  united  to  each  other,  and,  at 
two  points,  to  the  uterus  Itself;  the  oiM»ratlon  Is  completed. 


I 


Flp.  r». — Items  removed  by  amputation  one  year  after  operation 
for  displacement,  the  symptoms  not  having  been  relieved.  The 
round  ligament  can  be  plainly  seen  encircling  the  uterus  and 
attached  lo  that  organ. 
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Figs.   7  and  8. — Diagrams  showing  the  ligaments   partially  and 
completely  drawn  in  place,  as  is  done  in  the  operatlofr.- 


Fig.  y. — Outline  sketch  showing  forces  brought  to  bear  and  their 
results  after  operation  is  completed.  When  force  is  exerted  on  C 
baclcward  (as  would  be  the  case  if  the  uterus  were  forced  back 
against  that  point)  the  effect  on  A  will  be  to  draw  it  downward  and 
forward,  provided  fi  be  a  fixed  iwlnt. 
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this  operation ;  they  act  mostly  as  guy-ropes  to  the  whole 
structure,  as  similar  ropes  act  in  holding  up  a  derrick, 
and  in  this  operation  brought  into  action  only  inter- 
mittently and  temporarily.  There  is  therefore  absolutely 
no  chance  of  their  becoming  overstretched,  as  has  been 
suggested.  At  one  time  in  the  process  of  the  evolution 
of  tiie  operation  I  severed  these  ends  and  did  not  use 
them  at  all,  so  little  did  they  seem  to  enter  into  the 
mechanism. 

For  a  full  understanding  of  these  important  forces, 
study  Figure  9.  This  represents  a  lateral  section  of  the 
uterus,  broad  ligament  and  appendages.  Take  the  dia- 
grammatic lines  A,  B,  C.  When  force  is  exerted  on  G 
backward  (as  would  be  the  case  if  the  uterus  were  forced 
back  against  that  point)  the  effect  on  A  will  be  down- 
ward and  forward,  provided  B  be  a  fixed  point.  A  mere 
glance  at  the  diagram  and  the  line  of  the  forces  makes 
this  clear ;  it  is  purely  a  question  of  mechanics. 

In  the  operation  point  C  of  the  diagrammatic  line  is 
represented  by  the  point  of  artificial  attachment  of  the 
round  ligaments  on  the  posterior  part  of  the  uterus 
(Fig.  5,  a). 

A,  in  the  diagram  is  represented  by  the  natural  uter- 
ine attachments  at  the  cornua  of  the  uterus  on  its  anter- 
ior face  (Fig.  5,  &). 

By  in  the  diagram,  is  represented  by  the  ovarian  liga- 
ment, which  is  relatively  a  fixed  point  (Fig.  5,  d). 

Although  the  ovarian  ligament  is  not  an  absolutely 
fixed  point,  yet  it  is  sufficiently  so  to  supply  the  point 
of  fulcrum  and  produce  the  result  pointed  out. 

The  moment  the  uterus  attempts  to  leave  its  forward 
position  it  meets  the  resistance  of  the  obstruction  of  the 
encircling  ligaments  as  well  as  the  forward  and  down- 
ward pull  at  the  anterior  comual  attachments.  It  thus 
rides  in  a  cradle  as  it  were,  movable  backward  and  for- 
ward without  ever  being  able  to  get  back  beyond  its 
center  of  gravity  or  posterior  to  the  direct  line  of  axis 
of  the  pelvis.    Hence  the  third  force  at  play  (the  intra- 
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abdominal  force)  is  constant  in  its  pressure  on  the 
posterior  aspect  of  the  uterus  and  thus  trebly  insures  a 
pennanent  result.  But  one  possible  thing  can  happen 
to  spoil  the  operation,  viz.,  the  complete  breaking  down  of 
the  suturing,  which  is  so  simple  as  to  make  that  accident 
inconceivable. 

In  adjusting  the  ligaments  as  they  are  brought 
together  back  of  the  uterus  care  must  be  taken  first  to 
draw  the  inner  circle  of  the  doubled  ligaments  (Fig.  4, 
0^6)  snugly  about  the  uterus  as  the  organ  is  held  in  a 
good  anterior  position  by  the  hand.  They  are  then 
sutured  together  by  a  single  stitch.  The  last  step  is 
to  fix  the  loop  to  the  uterus  by  a  stitch  or  two  at  a  point 
which  will  insure  its  anterior  position.  It  is  best  not  to 
make  the  attachment  at  a  point  higher  than  necessary  to 
secure  an  assurance  that  the  fundus  cannot  double  back- 
ward over  the  encircling  round  ligaments.  This  point  is 
found  with  little  diflSculty.  If  this  precaution  is  not 
followed,  the  result  may  be  unsatisfactory. 

2219  De  Lancey  Place. 
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ROUND-LIGAMENT    VENTROSUSPENSION   OP 
THE  TJTERTJS 


D.  TOD  GILLIAM,  M.D. 

COLUMBUS,   O. 


As  everyone  is  probably  aware,  this  is  the  original 
ventrosuspension  of  the  uterus  in  which  the  ligaments 
are  left  intact  and  in  which  the  peritoneal  investment 
is  not  disturbed.  In  devising  this  operation  I  wanted 
to  get  something  that  was  as  nearly  physiologic  as  pos- 
sible— something  that  would  meet  the  requirements, 
without  the  drawbacks  incident  to  the  methods  then  in 
vogue.  Especially  was  I  anxious  to  get  away  from  all 
fixations,  as  they  are  inherently  pernicious  and  often 
fraught  with  disastrous  consequence.  The  uterus  is  a 
mobile  organ  and  cannot  be  fixed  in  any  position  or 
agglutinated  to  any  other  organ  with  out  detriment  to 
itself  and  to  other  organs  and  parts  which  are  contiguous 
or  correlated.  It  must  conform  to  various  conditions  of 
the  bladder;  it  must  alter  its  position  according  to  the 
fulness  or  emptiness  of  the  rectum ;  it  must  yield  to  the 
impulses  of  respiration  and  adjust  itself  to  the  various 
movements  of  the  body.  Unless  it  does  so,  it  will  im- 
pinge on,  or  be  impinged  on  by  other  viscera  and  both 
vrill  suflfer.  But  this  is  not  the  worst.  The  paramount 
functions  of  the  uterus  are  those  essentially  related  to 
the  great  act  of  reproduction — pregnancy  and  parturi- 
tion. The  bound-down  uterus  cannot  accommodate  the 
growing  fetus  and  the  result,  in  many  instances,  is  its 
premature  expulsion.  Should  the  fetus  go  to  term,  as 
it  sometimes  doeS;,  fortunately  or  unfortunately,  it  will 
be  at  the  expense  of  unequal  uterine  development,  dis- 
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tortion,  changed  axis,  unbalanced  muscular  action  and 
ineflfectual  expulsive  effort.  Such  conditions  at  the  ac- 
couchment  always  create  consternation  and  too  often 
culminate  in  disaster. 

I  shall  not  attempt  to  discuss  the  still  mooted  ques- 
tion as  to  what  are  the  essential  supports  of  the  pelvic 
viscera,  but  there  is  one  thing  in  which  everyone  agrees, 
and  that  is  the  necessity  of  having  an  intact  pelvic  floor 
to  keep  the  viscera  from  settling.  The  first  essential, 
then,  toward  correcting  the  backward  displacement  of 
the  uterus  is  to  restore  the  pelvic  floor  and  the  next  is 
to  replace  the  uterus  and  keep  it  there.  The  only  way 
to  keep  it  in  position  without  compromising  its  useful- 
ness is  to  utilize  its  natural  guys — ^the  round  ligaments. 
Recognizing  this  fact,  Alexander  devised  the  operation 
of  shortening  the  round  ligaments  at  the  inguinal  out- 
let, and  this  is  the  basic  principle  of  all  modem  opera- 
tions for  anchoring  the  uterus ;  but  the  Alexander  opera- 
tion makes  no  provision  for  the  adherent,  retroverted 
uterus,  the  condition  most  frequently  calling  for  opera- 
tion. 

The  caption  of  this  paper  signifies  a  suspension  of  the 
uterus  from  the  abdominal  wall  by  means  of  the  round 
ligaments.  This  is  a  palpable  misnomer,  as  will  ap- 
pear later,  but  was  used  as  the  most  eligible  term  to 
express  an  approximation  to  the  trutK  Suspension  of 
the  uterus  is  neither  rational  nor  feasible.  None  of 
the  ligaments  of  the  uterus,  even  the  strongest,  acts  as 
a  suspender  of  the  uterus  under  normal  conditions.  A 
view  of  the  uterus  and  its  ligaments  in  situ  will  make 
this  clear.  The  ligaments  are  all  on  practically  the 
same  plane  with  the  uterus  and  lax;  consequently,  they 
cannot  exert  any  suspensory  influence.  Should  the 
uterus  settle  in  the  pelvis,  or  draw  away  from  its  moor- 
ings so  as  to  assume  a  lower  plane  and  put  the  liga- 
ments on  a  stretch,  they  may,  in  a  measure,  become 
suspensory,  but  they  soon  prove  their  inefficiency  by 
yielding  to  the  sustained  traction  and  thereby  become 
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of  little  value  in  a  r61e  for  which  they  were  never  fitted. 
These  little  cords,  like  all  the  other  uterine  ligaments, 
are  lax  and  allow  of  considerable  latitude  of  motion 
backward  and  forward,  but  exert  a  gentle  influence  to 
prevent  the  organ  from  passing  the  vertical  line.  A 
slight  resistance  on  the  part  of  the  round  ligaments 
is  ordinarily  sufficient  to  check  the  backward  move- 
ment of  the  uterus  when,  with  the  changed  position  of 
the  body  or  the  movements  of  respiration,  the  organ 
falls  forward  into  normal  anteposition.  This,  then, 
was  the  principle  on  which,  as  I  believed,  the  solution 
of  the  question  depended,  and  it  was  along  these  lines 
that  the  operation  was  devised.  The  fact  that  there 
have  been  a  number  of  modifications  of  the  original 
operation  only  serves  to  emphasize  the  strong  proba- 
bility that  the  principle  is  right  and  that  round-liga- 
ment ventrosuspension,  in  one  form  or  an  other,  has 
come  to  stay.  Of  these  modifications,  all  of  which  are 
good  and  some  excellent,  I  shall  not  speak,  as  they  are 
each  and  all  sustained  by  men  of  ability  who  are  able 
to  take  care  of  their  own.  What  I  desire  especially 
to  accentuate  in  this  paper  and  to  reiterate,  is  the 
simplicity,  safety  and  efficiency  of  the  original  opera- 
tion, and  its  freedom  from  unpleasant  sequelae. 

OBJECTIONS 

The  principal  objection  urged  against  the  operation 
as  originally  devised  was  the  danger  of  intestinal  ob- 
struction. This  was  brought  forward  early  in  the  his- 
tory of  the  operation,  but  of  late  I  have  heard  nothing 
of  it.  That  the  objection  was  based  on  theoretical 
grounds  entirely  and  not  well  founded  is  made  mani- 
fest by  the  crucial  test  of  time  and  numbers.  Thousands 
of  cases,  during  a  period  of  more  than  a  decade  of 
time,  have  failed  to  furnish  a  single  authenticated  case 
of  intestinal  obstruction  due  solely  and  intrinsically  to 
the  operation. 

The  objection  has  also  been  advanced  that  after  par- 
turition the  ligaments  fail  to  exert  any  restraining  in- 
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fluence  over  the  uterus  and  that  that  organ  reverts  to 
its  original  malposition.  This  is  true,  but  in  a  tem- 
porary sense  only,  just  as  it  is  true  of  many  other 
uteri  which  have  not  been  misplaced  before,  and  is  due 
to  the  size  and  weight  of  the  uterus  and  elongation  of 
the  ligaments — ^not  only  the  round,  but  all  the  liga- 
ments which  tend  to  hold  the  uterus  in  place.  It  is 
not  only  the  uterus  which  develops  during  pregnancy, 
but  the  ligaments,  the  vagina,  and  all  the  soft  parts  of 
the  pelvis,  so  that  immediately  and  for  some  time  after 
delivery,  the  pelvic  cavity  is  more  capacious  and  there 
is  not  the  snug  relationship  of  organ  to  organ  which 
exists  in  the  normal  unimpregnated  state.  In  opera- 
tions during  pregnancy,  I  have  seen  the  round  liga- 
ments greatly  elongated  and  of  a  thickness  equal  to 
that  of  the  little  finger.  After  involution  of  the  uterus, 
the  ligaments  and  soft  parts  has  taken  place,  it  will 
be  seen  that  the  uterus  has  returned  to  its  normal  posi- 
tion and  that  the  round  ligaments  are  as  eflBcient  in 
keeping  it  there  as  before. 

Again,  it  has  been  objected  that  the  operation  is  too 
apt  to  be  followed  by  suppuration.  There  is  not  force 
in  this  objection.  It  has  been  many  years  since  I  had 
a  suppuration  following  round  ligament  ventrosuspen- 
sion.  True,  in  the  beginning  I  had  cases  of  suppura- 
tion, some  of  a  most  aggravated  type,  but  as  I  became 
familiar  with  the  manipulative  details,  learned  to  deal 
with  the  tissues  gently,  and  acquired  that  automatic 
asepsis  that  comes  with  practice,  then  suppuration 
ceased  and  with  it  the  concern  for  suppuration.  Sup- 
puration following  this  operation  means  the  same  as 
in  any  other,  neither  more  nor  less. 

ADVANTAGES 

Having  disposed  of  the  objections  to  the  operation, 
I  wish  now  to  emphasize  and  reiterate  its  advantages. 
The  cardinal  virtues  of  this  operation  are  to  be  found 
in  its  simplicity,  safety,  facility  of  execution  and  eflB- 


Digitized  by 


Google 


279 

ciency.  It  is  so  simple  that  any  one  of  ordinary  intel- 
ligence can  understand  it,  and  any  one  of  ordinary 
surgical  training  can  do  it.  It  is  so  safe  that  any  un- 
toward result  from  it  is  almost  inconceivable.  Thb 
operation  can  be  done  with  such  ease  and  facility  that 
with  ordinary  surgical  skill  and  care  there  should  be 
no  question  of  infection  or  exhaustion.  On  this  ac- 
count it  is  especially  valuable  in  multiple  or  combined 
operations  in  which  it  scarcely  appreciably  adds  to  the 
risk. 

As  regards  its  efficiciency,  I  have  never  known  a 
failure  in  a  properly  selected  case  in  which  the  work 
was  properly  done.  I  have  had  one  failure  in 
my  own  practice;  I  attempted  to  anchor  an 
anteflexed  and  retroverted  uterus,  held  low  down 
in  the  pelvis  by  a  rigid  and  unyielding  pelvic 
diaphragm,  such  a  uterus  as  one  occasionally  finds  in 
the  virgin,  which  is  not  amenable  to  treatment  of  any 
kind.  In  such  a  case  the  operation  should  never  be  at- 
tempted. Neither  should  it  be  attempted  in  any  case 
in  which  the  uterus  and  appendages  cannot  be  freed 
so  as  to  allow  the  uterus  to  occupy  its  normal  position 
without  tension  or  restraint.  Such  cases  are,  however, 
extremely  rare.  Another  cause  of  failure,  as  I  have 
observed,  is  careless  suturing  of  the  ligament.  Occa- 
sionally the  ligament  is  not  transfixed  by  the  suture, 
when  appearance  would  indicate  that  it  had  been.  This 
is  owing,  in  part,  to  the  constriction  of  the  ligament 
where  it  passes  through  the  abdominal  parietes.  In 
order  to  be  sure  that  I  have  the  ligament  on  my  needle, 
I  direct  my  assistant  to  relax  traction  on  the  ligament 
while  the  needle  is  in  situ,  when,  if  the  ligament  does 
not  retract,  I  know  I  have  it  on  my  needle.  I  have 
had  occasion  to  remove  the  uterus  at  diflferent  periods 
after  round-ligament  ventrosuspension,  and  have 
always  found  the  ligaments  firmly  attached  to  the  ab- 
dominal wall  and  not  yielding  to  any  traction  which 
I  was  willing  to  exert  on  them.    As  regards  pregnancy 
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and  parturition  after  this  form  of  suspension,  I  have 
found  not  only  no  evil  results,  but  actual  improvement 
in  conditions  owing  to  the  uterus  being  held  in  the 
normal  position.  Cases  of  this  kind  are  now  too  num- 
erous to  require  special  mention.  While  the  technic 
is  quite  generally  understood,  the  fact  that  I  still  occa- 
sionally get  letters  of  inquiry  with  reference  to  certain 
points  connected  with  it,  suggests  to  me  the  desirabil- 
ity of  again  publishing  it  in  this  connection. 

TECHNIC 

The  peritoneal  cavity  is  entered  by  an  incision  at  the 
usual  site  between  the  umbilicus  and  pubes.  Adhesions 
are  broken  up  and  the  fundus  brought  forward.  By 
lifting  up  the  anterior  surface  of  the  broad  ligament 
on  one  side  on  the  tip  of  a  finger  applied  to  its  posterior 
surface,  the  round  ligament  is  brought  into  view  and 
picked  up  either  between  the  thumb  and  finger,  or  with 
a  bullet  forceps. 

Selecting  a  point  an  inch  and  a  half  from  the 
uterus,  a  thread  is  passed  under  the  round  ligament 
(with  its  peritoneal  investment)  and  the  ends  of  the 
thread  are  brought  out  of  the  opening  and  secured  in 
the  bite  of  a  clamp  forceps  which  is  laid  on  the  surface 
of  the  abdomen.  The  other  ligament  is  sought  for  and 
secured  in  the  same  manner. 

At  a  point  about  one  inch  and  a  half  above  the 
pubes,  the  peritonium,  muscle  and  fascia  on  one  side 
of  the  wound,  are  caught  up  by  a  volsella  and  pinned 
together,  care  being  taken  that  the  edges  of  these  layers 
are  in  line.  Traction  is  now  made  with  the  volsella 
and,  with  a  claw  retractor,  the  skin  and  superficial  fat 
are  drawn  in  the  opposite  direction,  and  with  a  sweep 
of  the  knife  the  face  of  the  fascia  is  cleared.  With  a 
slender-nosed  forceps,  or  better  with  a  Cleveland  liga- 
ture-carrier a  stab  wound  is  made  from  the  surface  of 
the  fascia  into  the  peritoneal  cavity.  This  wound  is 
one  inch  from  the  edge  of  the  incision  and  about  one 
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inch  and  a  half  above  the  pubes.  The  jaws  of  the  for- 
ceps are  separated  so  as  to  make  the  opening  large 
enough  to  permit  the  ligament  to  be  drawn  through 
it,  then  by  depressing  the  handle  the  jaws  are  brought 
into  plain  view  at  the  abdominal  opening.  The  thread 
which  loops  the  round  ligament  is  now  placed  in  the 
jaws,  the  clamp  forceps  and  the  perforating  forceps 
removed,  the  latter  bringing  with  it  the  thread  and  the 
ligament.  Now,  while  the  ligament  is  held  taut  with 
the  loop  end  a  quarter  of  an  inch  above  the  surface  of 
the  fascia,  a  catgut  suture  is  passed  through  it  inftlud- 
ing  the  tissues  on  either  side,  and  back  again  where  it 
is  tied.  This  is  cut  close  to  the  knot,  the  suspending 
thread  cut  on  one  side  close  to  the  ligament  and  with- 
drawn and  the  volsella  and  retractor  removed.  The 
other  side  is  dealt  with  in  like  manner  and  the  abdo- 
minal incision  closed. 

After  both  ligaments  have  been  fastened  it  will  be 
seen  that  an  opening  exists  between  the  uterus  and  ab- 
dominal wall  of  from  7  to  9  inches  in  circumference, 
thus  obviating  any  possibility  of  strangulation  of  the 
bowel.  It  will  be  observed  that  the  uterus  is  not  sus- 
pended but  rests  easily  and  naturally  on  the  bladder, 
from  which  it  can  be  raised  to  a  position  little  short 
of  the  vertical.  Thus  the  uterus  is  enabled  to  conform 
to  the  altered  conditions  of  the  bladder  and  rectum 
and  to  the  various  bodily  movements.  Should  preg- 
nancy ensue  the  ligaments  develop  pari  passu  with  the 
growth  of  the  uterus  and  there  is  neither  embarassment 
in  gestation  nor  diflBculty  in  parturition. 

INPEOLAPSUS 

The  application  of  this  principle  to  prolapsus  uteri 
is  a  thought  of  later  years.  Sacrifice  of  the  uterus  as 
in  vaginal  hysterectomy,  does  not  always  secure  im- 
munity from  secondary  prolapse  of  the  vaginal  walls, 
bladder  or  rectum.  The  Watkins-Wirtheim  operation, 
while  elegant  and  most  satisfactory  in  the  main,  is  ap- 
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plicable  only  to  post  climacteric  cases.  This  operation 
requires  such  extensive  dissection  of  the  bladder  wall 
that  many  are  loth  to  undertake  it.  Uterus  fixation 
is  temporarily,  at  least  very  satisfactory,  but  cannot 
always  be  relied  on  for  staying  qualities.  Most  of  the 
other  methods  which  have  been  proposed  for  this  con- 
dition are  obsolete.  A  few  years  ago  I  conceived  the 
idea  of  using  round-ligament  ventrosuspension  of  the 
uterus  with  certain  modifications  in  prolapsus  uteri, 
and  although  I  have  used  it  only  a  few  times,  the  re- 
sults* so  far  have  been  eminently  satisfactory — ^more  sat- 
isfactory than  with  any  other  method  of  which  I  have 
knowledge.  The  steps  of  the  operation  are  exactly  those 
of  the  ordinary  round-ligament  suspension  with  the 
diflference  that  the  round  ligament  is  first  drawn 
through  the  broad  ligament  by  means  of  perforating 
forceps  and  the  thread  which  is  looped  around  it  and 
then  taken  up  through  the  abdominal  wall  by  the  same 
thread  and  in  the  manner  already  described.  Of  course, 
the  pelvic  floor  is  to  be  repaired  as  in  other  operations 
and  occasionally  it  will  be  found  of  advantage  to  am- 
putate the  cervix.  The  patients  on  whom  I  operated 
suffered  from  aggravated  complete  procidentia  and  to- 
day they  are  in  excellent  condition  with  a  sense  of  per- 
fect comfort  and  well-being  so  far  as  the  pelvis  is  con- 
cerned. I  suggest  it  as  a  simple  and  eflfectual  method 
of  dealing  with  a  very  troublesome  condition. 
50  North  Fifth  Street. 
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THROUGH  THE  TEMPORARILY  DILATED  INGUINAL  CANALS 

AND    INTERNAL    RINGS,    WITH    CLOSURE    OF    THE 

WOUNDS  BY  A  CAREFUL  HERNIA  TEOHNIC 


A.  GOLDSPOHN,  M.S,  M.D. 

Professor   Gynecology   of   the   Post-Qraduate   Medical    School,   and 

Senior  Surgeon  and  Gynecologist  to  the  Evangelical 

Deaconess  Hospital  of  Chicago 

CHICAGO 


Eleven  years  ago,  at  the  Columbus  session^  of  this 
Association,  I  took  the  initiative  in  this  country  in 
assailing  the  various  fixation  and  artificial  ligament 
operations  for  retroversion  and  flexion  of  the  uterus  in 
women  who  retain  a  capacity  to  conceive.  At  that  time 
the  results  of  such  wrong  and  misdirected  surgery 
already  began  to  appear  on  the  continent  of  Europe, 
and  no  great  amount  of  erudition  in  a  priori  reasoning 
was  required  to  foretell  what  the  outcome  of  the  same 
would  be  with  us.  A  rationale  on  anatomic  and  physio- 
logic grounds  was  then  presented,  showing  a  direct 
antagonism  between  the  interests  in  the  technic  of  such 
operations  and  the  interests  of  the  uterus  in  gestation 
and  parturition;  that  either  only  futile  or  temporary 
results  on  the  one  hand  or  disasters  on  the  other  would 
result  in  a  large  porportion  of  cases.  I  was  free  to  do 
this  because  it  had  been  my  good  fortune  to  supplant 
the  superficial,  blind  and  incomplete  simple  Alexander 

1.  Goldspohn,  A. :  The  Uterus ;  Why  Vaginofixation,  Yen- 
troflzatlon  and  Ventrosuspenslon  Thereof  Should  Be  Avoided  In 
Cases  That  Retain  Any  Capacity  for  ConcepUon.  The  Joubnal, 
A.  M.  A.,  July  22.  1899,  p.  181. 
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operation  in  my  practice,  with  a  thoroughgoing  intra- 
peritoneal bi-inguinal  procedure,  which  I  had  then  per- 
formed over  100  times  and  of  which  I  reported  the 
remote  results  after  an  average  period  of  two  years  in 
forty-seven  cases,  two  months  later,  August,  1899,  at  the 
Amsterdam  meeting*  of  the  International  Congress  of 
Obstetricians  and  Gynecologists. 

Xo 'other  operation  for  retroversion  of  the  uterus  has 
been  so  carefully  studied  and  so  severely  tested  as  to  its 
ulterior  results  by  so  large  a  number  of  operators  as  has 
the  Alexander  operation.  Most  operators,  especially  the 
devotees  to  the  fixation  and  ari;ificial  ligament  procedures, 
have  repori;ed  the  status  (often  the  subjective  condition 
only)  of  their  patients  only  up  to  the  time  when  they 
left  the  hospital,  or  when  they  received  an  oral  or 
written  statement  from  them,  or  to  the  time  of  a  child- 
biri;h,  without  regard  to  the  position  and  condition  of 
their  pelvic  organs  after  childbirth,  or  to  the  possible 
existence  of  some  other  concurrent  affection.  This  is 
grossly  insuflScient  and  unworthy  of  notice  by  a  scien- 
tific body  or  by  a  decent  medical  journal.  Likewise  it 
is  not  enough  to  depend  on  the  patients'  statements  of 
their  subjective  conditions,  but  their  objective  anatomic 
status  must  also  be  obtained  by  a  careful  examination; 
and  both  the  subjective  and  objective  findings  should  be 
taken  after  an  average  interval  of  two  years  has  elapsed. 

Since  pregnancy  and  childbirth  are  the  chief  func- 
tions of  these  organs  and  involve  the  most  signal  met- 
amorphoses in  thera,  these  reproductive  physiologic 
achievements  must  also  be  accepted  as  the  normal  stand- 
ard by  which  to  gage  the  merits  and  demerits  of  opera- 
tions on  these  organs.  My  "double  test  of  pregnancy" 
implies  that  the  given  procedure  does  not  hinder  preg- 
nancy or  induce  complications  for  labor.  This  simple 
test  of  pregnancy  will  be  readily  passed  by  the  multi- 
tude of  procedures  on  the  round  ligaments,  by  the  arti- 

2.  Goldspohn,  A. :   Am.  Jour.  Obst.,  1900,  xll.  No  6. 
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ficial  ligament  operations  in  most  cases  and  the  sero- 
serous  fixations  in  many  eases,  but  the  severer  crucial 
or  double  requirement,  that  displacement  of  the  uterus 
will  not  recur  after  one  or  more  subsequent  labors,  has 
been  proved  to  be  met  successfully  only  by  some  of  the 
round-ligament  operations,  and  by  none  of  the  artificial 
ligament  or  fixation  procedures  in  an  acceptable  per- 
centage of  cases.  According  to  all  real  evidence  or 
proof,  so  far  as  recorded,  only  round-ligament  opera- 
tions, and  of  these  only  those  that  do  not  place  depend- 
ence on  the  tapering  and  useless  distal  ends  of  these 
ligaments  to  do  any  holding,  are  able  to  pass  these  severe 
but  normal  requirements  successfully  in  an  acceptable 
percentage  of  cases.  The  plain  reason  for  this  is  that 
the  round  ligaments  are  a  part  of  the  uterus,  and  as 
such  undergo  with  it  both  evolution  (not  stretching), 
during  gestation  and  involution  after  labor,  which  is 
not  true  of  any  fixation  or  artificial  ligament  that 
human  ingenuity  or  conceit  may  devise.  That  fact 
excludes  all  such  operations  aside  from  (1)  bi-inguinal 
(Alexander)  operation,  and  (2)  transplantation  of 
round  ligaments  into  the  abdominal  wall  by  some  one 
of  the  numerous  minor  variations  in  technic,  all  of 
which  are  fundamentally  correct  in  principle. 

What  is  the  record  of  the  bi-inguinal  operation?  In 
my  last  summary  of  this  subject  before  this  Section, 
five  years  ago,  I  reported  twenty-two  cases  of  my  own, 
each  of  which  had  passed  the  double  test  of  pregnancy 
successfully,  after  previous  intraperitoneal  bi-inguinal 
shortening  of  round  ligaments,  with  the  Bassini  hernia 
technic  in  closure  of  the  wounds,  and  with  these  I 
reported  a  collection  of  147  similar  cases  by  twenty-five 
other  operators,  making  in  all  169  double  test  cases. 
Among  these  were  only  three  failures,  and  these  were  for 
cause :  namely,  two  cases  of  prolapse  in  which  the  undue 
elongation  of  sacrouterine  ligaments  contraindicated 
round-ligament  shortening  alone,  and  in  the  third  case 
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it  was  due  to  violent  intrauterine  manipulation  and 
infection  by  a  midwife.  To  this  collection  of  169  cases 
there  now  to  be  added  115  more  such  double-test  cases 
by  the  following  operators :  18  by  Epstein,'  7  by  Fuchs,* 
26  by  Tillmann,"  14  by  J.  W.  Taylor,«  28  cases  by 
Hannes  (Kustner)/  and  22  cases  by  Leese.®  Some  of 
these  operators  mention  a  recurrence  rate  of  from  3  per 
cent,  to  4.5  per  cent.,  which  probably  applies  also  to  the 
patients  that  bore  children.  If  so,  we  have  284  cases 
examined  after  one  or  more  childbirths,  with  an  average 
recurrence  of  displacement  of  less  than  4  per  cent.  With 
such  a  record  the  results  of  all  other  operations  for  this 
purpose — aside  from  the  transplantation  of  round  liga- 
ments— are  not  to  be  compared. 

The  recurrences  have  become  much  less  frequent  with 
those  operators  who  have  discarded  the  old  extraper- 
itoneal method  and  have  drawn  the  ligaments  out  more 
thoroughly  after  dissecting  back  the  peritoneal  invest- 
ment in  the  properly  opened  canal  and  internal  ring, 
and  have  noted  the  proper  degree  of  advancement  of  the 
fundus  through  the  same.  Very  many  operators  have 
followed  my  lead  to  that  extent  in  this  matter,  but  only 
a  small  number  of  them  have  followed  me  to  the  full 
extent  of  severing  adhesions  by  introducing  a  finger  or 
two  through  the  dilated  internal  ring  of  each  side, 
drawing  the  tube  and  ovary  into  or  out  of  this  opening 
and  resecting  or  removing  them,  as  may  be  indicated. 
The  ovary  and  outer  half  of  the  tube  are  suspended 
from  the  broad  ligament  at  a  point  just  back  of  the 
internal  inguinal  ring  and  are  often  drawn  out  of  that 
opening  more  easily  than  into  a  median  ventral  incision. 
In  breaking  up  adhesions  no  decent  operator  makes  any- 
where in  the  abdomen  the  enormous  incision  that  would 

8.  Epstein:  New  York  Med.  Jonr.,  1905.  Ixxxl. 

4.  Fucbs:  Zentralbl.  f.  GynMk,  1905,  pp.  618.  648. 

5.  Tlllmann:  Beltr.  z.  kiln.  Chlr..  1907,  Iv,  818. 

6.  Taylor,  J.  W. :  Jour.  Obst.  and  Gynec.  Brit.  Emp.,  1907, 
zU,  415. 

7.  Hannes:  Zentralbl.  f.  Gynak.,  1908,  No.  49. 

8.  Leese :  Monatschr.  f .  Geburtsb.  n.  Gynllk.,  1909,  zxiz.  448. 
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be  required,  together  with  more  or  less  evisceration,  in 
order  to  see  these  adhesions  down  in  the  true  pelvis. 
We  all  sever  such  adhesions  by  the  sense  of  touch  alone, 
no  matter  by  what  route  they  are  reached.  This  route 
should  not  be  chosen  for  patients  with  immovably  fixed 
uteri  and  adnexae  with  indurations,  etc.,  because  this 
would  be  dangerous  and  a  waste  of  labor  in  such  cases, 
for  the  patients  do  not  become  pregnant  whatever  the 
procedure  used.  Their  tubes  are  too  badly  injured,  and 
therefore  they  are  well  enough  served  by  some  simple 
fixation  or  duplication  of  round  ligaments,  by  way  of  a 
median  section. 

The  reasons  commonly  advanced  against  my  intra- 
pelvic  work  in  my  bi-inguinal  celiotomy,  via  the  dilated 
internal  rings,  are  not  at  all  the  reasons  why  I  have 
practically  discarded  this  operation  in  recent  years.  I 
did  it  in  over  200  cases,  together  with  curettage  and 
operations  on  the  cervix,  perineum  or  rectum  in  most 
of  them,  with  a  mortality  of  less  than  1  per  cent.  I 
had  twenty-two  cases  crucially  tested  by  pregnancy  and 
labor,  without  abnormality  or  a  sign  of  a  recurrence  or  of 
a  hernia  in  any  of  them.  My  total  recurrences  of  dis- 
placement were  less  than  1.5  per  cent,  without  ever 
resorting  to  a  pessary  after  operation.  The  reasons  why 
I  have  practically  discarded  this  operation  are  as  fol- 
lows: (1)  violent  appendicitis  has  occurred  within  a 
year  or  two  in  a  number  of  cases  in  which  I  had  the 
opportunity  to  remove  the  appendix,  and  did  not  do  it 
because  of  sentimental  reasons  and  because  it  seemed  to 
be,  and  always  to  have  been,  normal;  (2)  according  to 
several  writers,  and  according  to  sensible  a  priori  rea- 
soning, cecostomy  is  preferable  to  appendicostomy  when 
indicated  for  treatment  of  the  colon,  and  (3)  we  find 
this  wholly  useless  vestige,  club-shaped  or  otherwise, 
disposed  to  make  trouble  in  so  large  a  proportion  of 
cases,  which  in  the  past  have  been  free  of  plain  attacks 
of  appendicitis.     Therefore  I  am  convinced  as  to  my 
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duty  to  remove  this  menace  nearly  always,  especially 
when  I  open  the  abdomen  for  a  relatively  minor  indica- 
tion such  as  ordinary  uterine  displacements  are.  This 
cannot  be  done  safely  through  the  inguinal  canal  as  a 
rule.  Furthermore,  it  is  often  desirable  to  palpate  the 
gall-bladder,  the  pylorus  or  a  kidney,  in  conjunction 
with  an  operation  for  pelvic  disorders,  or  to  resect  a 
dilated  linea  alba.  All  these  can  be  done  if  a  median 
ventral  incision  is  chosen  and  enlarged  when  necessary. 
By  the  same  incision  the  uterine  displacement  can  also 
be  cured  in  a  creditable  manner  by  transplantation  of 
round  ligaments  into  the  abdominal  wall ;  therefore  this 
only  real  competitor  of  the  Alexander  operation  properly 
becomes  its  successor.  But  in  recent  years  a  compro- 
mising combination  has  been  made  between  a  median 
laparotomy  and  shortening  of  round  ligaments  in  the 
inguinal  canals  after  Alexander's  method.  Both  of 
these  acts  are  done  by  way  of  a  straight  or  curved  trans- 
verse suprapubic  incision,  which  need  not  always  be 
made  through  the  aponeurosis  of  the  recti  muscles. 
This  affords  suflBcient  opportunity  for  the  required 
median  section  and  also  access  to  the  inguinal  canals 
for  the  Alexander  operation,  imder  intra-abdominal 
control  of  the  proper  degree  of  shortening  of  each  liga- 
ment. This  in  substance  has  been  done  by  Peterson,* 
Bumpf  and  Palm,*®  Werth,"  Kustner,*^  Littauer,^'  and 
Broese,**  and  promises  to  become  a  standard  procedure. 
The  Alexander  operation,  thoroughly  performed,  how- 
ever, with  its  principles  and  monumental  results,  before 
mentioned,  has  led  the  way  to  such  still  more  salient 
procedures.  It  can,  therefore,  well  rest  on  its  laurels  if 
it  is  never  performed  again. 

9.  Peterson,  R. :  Surg.  Gynec.  and  Obst,  1906,  UI.  85. 

10.  Rnmpf  and  Palm :  Ztschr.  f.  Qebartsh.  u.  Gynftk.,  llx.  No.  1. 

11.  Werth:  Zentralbl.  f.  Gynftk.,  1909,  No.   14. 

12.  Kuestner:  Zentralbl.  f    Gynllk.,  1909,  No.  2. 

13.  Llttauer:  Zentralbl.  f.  Gyn&k.,  1909,  p.  833. 

14.  Broese:  Zentralbl.  i.  Gyn&k.,  1909,  pp.  668,  1256. 
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But  to  those  operators,  if  any  there  be,  who  are  still 
performing  the  original  so-called  extraperitoneal  (?) 
Alexander  operation,  especially  if  without  opening  the 
inguinal  canal,  I  would  like  to  say  with  something 
louder  than  the  human  voice  and  words  that  they  are 
not  doing  their  duty  by  their  patients;  that  their 
implied  promises  of  best  eflEorts  and  normal  services 
held  out  to  these  patients  are  tinctured  with  fraud. 
This  type  of  operation  should  certainly  be  banished, 
because,  first,  as  I  have  repeatedly  stated,  the  adhesions 
of  the  ovary  and  the  outer  end  of  the  tube  are  much 
more  frequent  than  of  the  uterus  itself,  because  in  their 
vicinity  infection  by  way  of  the  tubes  comes  first.  Ad- 
hesions of  these  small  structures  are  very  difficult  to 
discover  and  are  often  not  suspected  when  the  uterus  is 
movable.  They  are  formed  on  these  adnexse  in  their 
descended  location,  to  which  they  sank  with  the  retro- 
verted  body  of  the  uterus.  When  the  latter  is  brought 
forward  into  anteversion  the  adnexse  cannot  follow, 
being  fixed  at  a  lower  plane.  The  enforced  tension  on 
these  structures  entails  discomfort  to  the  patient,  and 
the  direction  of  this  traction,  being  opposed  to  that  of 
the  extraperitoneally  (often  imperfectly),  shortened 
round  ligaments,  endangers  their  integrity  and  tends  to 
induce  a  return  of  displacement  of  the  uterus.  Such 
adhesions  of  adnexae,  beside  a  free  uterus,  are  severed 
with  the  greatest  ease  by  a  finger  within  the  internal 
ring,  which,  fortunately,  is  just  in  front  of  the  parts. 

Secondly,  the  round  ligament  does  not  slide  or  pull 
out  from  the  broad  ligament  enough,  once  in  every 
four  or  five  individual  instances  (according  to  careful 
observation  on  this  point  in  fully  130  cases),  without 
some  scissor-clips  on  the  front  blade  of  the  broad  liga- 
ment, which  is  always  drawn  forward  into  the  ring. 
The  shortened  ligament  then  remains,  pulling  forward 
from  the  broad  ligament  at  a  point  distant  from  the 
uterus,  and  therefore  with  little  or  no  good  effect  on  the 
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displaced  fundus  uteri.  This  condition  is  very  easily 
discovered  by  pulling  on  the  broad  ligament  while  the 
index-finger  of  the  other  hand  is  placed  against  the 
uterus  through  the  ring,  and  it  is  just  as  readily  relieved. 

Thirdly,  in  the  not  infrequent  cases  of  retroversio- 
flezion,  with  a  heavy  fundus,  the  center  of  gravity  of 
the  body  of  the  uterus  is  often  posterior  to  a  line  join- 
ing the  points  of  origin  of  the  round  ligaments,  while 
the  posterior  cervical  supports  are  elongated.  In  this 
condition  the  round  ligaments  will  have  to  be  dissected 
out  extensively  from  the  broad  ligaments,  usually  along 
with  a  generous  strip  of  enveloping  peritoneum,  and 
they  must  be  given  a  new  course  quite  directly  forward ; 
otherwise  traction  on  them  from  the  inguinal  canals  is 
quite  as  likely  to  bring  the  cervix  rather  than  the 
fundus  forward. 

That  extraperitoneal  (?)  shortening  of  round  liga- 
ments is  insuflScient,  is  shown  by  the  high  percentage  of 
recurrences  of  displacements,  even  in  cases  that  have  not 
been  tested  by  pregnancy.  Longyear,*^  including  two 
cases  in  which  he  could  not  find  both  ligaments,  had 
12.5  per  cent,  failures.  Hannes  (Kuestner)"  had  three 
recurrences  of  displacement  after  nine  operations  per- 
formed extraperitoneally,  while  after  sixty-two  opera- 
tions done  with  opening  of  the  canal  and  peritoneum  and 
more  thorough  elaboration  of  ligaments,  the  patients 
were  found,  two  years  later,  to  be  without  any  recur- 
rence of  displacement. 

COXCLUSIOXS 

1.  The  improved  xVlexander  operation  thoroughly 
performed  has  more  good  and  approximately  perfect 
results  recorded  to  its  credit  than,  so  far,  are  recorded  to 
the  credit  of  all  other  operations  combined  that  have 
been  performed  chiefly  for  retroversion  of  the  uterus. 

15.  Longyear:  Am.  Jour.  Obst.,  NoTember,  1908. 

16.  Hannes:  Zentralbl.  f.  Gynak..  1908,  No.  49. 
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2.  No  Alexander  operation  should  ever  be  performed 
without  digital  exploration  within  the  pelvis  through 
both  internal  rings^  to  prove  that  no  adhesions  remain^ 
and  to  prompt  and  facilitate  an  adequate  dissection  of 
the  round  ligaments  from  the  broad  ligaments  to  give 
the  former  a  suflSciently  forward  course  to  hold  the 
fundus  uteri  forward  effectively. 

3.  Prolapse  of  the  uterus,  or  retroversion  due  chiefly 
to  elongation  of  the  sacro-uterine  ligaments,  should  be 
treated  by  shortening  these  ligaments,  when  possible,  or 
by  attachment  of  the  psoas  parvus  tendon  or  a  portion 
of  the  psoas  magnus  muscle  to  the  back  of  the  cervix, 
in  the  manner  suggested  by  Harris,^^  and  never  by 
shortening  of  round  ligaments  as  the  chief  act. 

4.  Inasmuch  as  transplantation  of  round  ligaments 
into  the  abdominal  wall  by  some  one  of  the  numerous 
minor  variations  in  technic,  secures  a  creditable  cor- 
rection of  retroversion  in  most  cases  by  way  of  a  median 
incision,  which  is  also  available  for  appendicectomy,  and 
various  desirable  explorations  within  the  abdomen,  this 
manner  of  operating  has  largely  and  properly  super- 
seded the  general  type  of  operating  by  way  of  the  in- 
guinal canals. 

5.  A  plan  of  operation  that  is  still  more  correct  anat- 
omically and  surgically,  has,  in  recent  years,  been  car- 
ried out  by  at  least  seven  operators  with  satisfaction. 
It  consists  in  doing  first,  a  sufi5cient  median  laparotomy 
and  the  required  intraperitoneal  work,  and  secondly,  in 
shortening  of  round  ligaments  within  the  opened  in- 
guinal canals  themselves,  both  by  way  of  a  transverse 
suprapubic  incision,  either  straight  or  curved  upward 
and  extending  through  the  aponeurosis  of  the  recti 
muscles,  as  may  be  required. 

2120  develand  Avenue. 

17.  Harris,  M.  L. :  A  New  Operation  for  Prolapse  of  the  Utems, 
Thb  Joubnal,  a.  M.  a.,  May  14,  1910,  p.  1605. 
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RETROPERITONEAL    SHORTENING    OF    THE 
ROUND  LIGAMENTS 


F.  F.  SIMPSON,  M.D. 

PITTSBUBO 


I  take  it  that  the  following  propositions  are  generally 
conceded,  and  are  accordingly  excluded  from  this  dis- 
cussion. 

1.  Many  displacements  cause  no  symptoms  and  require  no 

treatment. 

2.  Many    displacements    cause    discomforts    which    may    be 

easily  and  completely  relieved  by  well-fitting  pessaries. 

3.  In    many    instances    discomforts    due    to    displacements 

could  be  best  relieved  by  operation  were  there  not  com- 
plicating affections,  pulmonary,  cardiac,  renal,  thyroid, 
etc.,  which  would  render  operation  unduly  hazardous*. 
In  such  cases  pessaries  serve  a  usefuV  purpose. 

Tliere  remain,  however,  many  displacements,  some 
simple  and  others  complicated,  which  require  operative 
correction.  It  is  to  this  class  alone  that  my  remarks 
will  refer. 

TIio  last  decade  has  done  much  to  crystallize  our 
views  regarding  the  normal  position  of  the  uterus,  the 
mechanism  of  posterior  displacements,  the  role  played 
by  coincident  affections  and  the  relative  degrees  of 
discomfort  due  to  each  and  the  many  ways  by  which 
displacements  may  be  corrected,  with  their  respective 
advantages  and  defects. 

NORMAL    POSITION 

The  normal  relative  positions  of  the  uterus  and 
vagina  are  rarely  given  in  text-books  of  anatomy,  obstet- 
rics or  gynecology.     Dissections  and  frozen  sections  of 
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the  female  pelvis  are  misleading.  They  are  usually 
made  after  fermentation  has  caused  distention  of  the 
alimentary  canal,  including  the  rectum.  The  anterior 
and  posterior  walls  of  the  rectum  are  normally  in  con- 
tact except  when  gas  is  being  expelled,  or  at  the  time  of 
defecation.  Text-book  illustrations  usually  show  the 
rectum  enormously  distended.  Adapting  the  illustra- 
tions of  four  well-known  text-books  to  the  scale  of  a 
normal  mature  woman,  we  find  both  the  rectum  and  the 
vagina  inflated  to  a  diameter  of  li^  to  3  inches.  This 
inflation  of  the  canals  occupies  nearly  the  entire  antero- 
posterior diameter  of  the  pelvis.  This  distortion  pushes 
the  uterus  and  vagina  forward,  making  them  almost 
vertical,  and  almost  in  a  straight  line.  As  they  appear 
to  be  on  end  the  uterus  is  raised  from  its  normal  pelvic 
position  to  become  an  abdominal  organ. 

Normally,  however,  the  vagina  is  almost  horizontal, 
runs  almost  directly  backward,  and  the  uterus  is  directed 
forward  at  an  acute  angle.  This  horizontal  position 
exerts  an  important  influence  in  preventing  prolapse, 
whereas  the  vertical  position  favors  telescoping. 

We  have  three  chief  factors  which  prevent  uterine  pro- 
lapse or  hernia:  (1)  the  pelvic  floor;  (2)  the  uterine 
ligaments,  and  (3)  the  normal  acute  angle  between  the 
uterus  and  vagina  (with  the  cervix  as  a  fairly  fixed 
point),  which  causes  the  intra-abdominal  pressure 
exerted  from  above  to  close  the  vaginal  slit  firmly. 

It  is  a  wise  provision  of  Nature  that  normally  closes 
the  oblique  opening  through  the  pelvic  floor  ever  more 
tightly  as  intra-abdominal  pressure  increases.  This  is 
effected  by  rendering  the  vaginal  canal  and  the  uterus 
which  run  in  opposite  directions,  more  and  more  nearly 
parallel  and  horizontal.  This  method  of  closure  is  anal- 
ogous to  that  of  the  ureter  as  it  enters  the  bladder. 

In  order  that  the  uterus  may  remain  in  its  normal 
position  it  is  necessary  to  maintain  to  a  considerable 
degree  the  functional  value  (1)  of  the  pelvic  floor;  (2) 
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of  the  supporting  ligaments  which  radiate  from  the  cer- 
vix, and  (3)  of  the  round  ligaments,  which  act  as  guy- 
ropes. 

MECHANISM  OF  EETROVEESION  AND  OP  PROLAPSE 

With  the  cervical  attachment  of  the  base  of  the  broad 
ligaments  acting  normally  as  a  pivotal  point,  the  fundus 
will  remain  forward  if  the  round  ligaments  are  normal. 
If  the  roimd  ligaments  are  stretched  (as  by  a  fall  or 
after  delivery),  however,  the  fundus  may  turn  backward 
to  any  degree,  though  the  integrity  of  the  broad  liga- 
ments and  of  the  pelvic  floor  remains  unimpaired.  As  a 
matter  of  fact,  however,  posterior  displacements  are  very 
often,  if  not  usually,  accentuated  by  an  injury  to  the 
pelvic  floor  or  by  stretching  of  the  supporting  (i.  e.,  radi- 
ating) ligaments,  or  by  both. 

Should  both  these  supports  be  impaired  at  the  same 
time,  however,  (i.  e.,  the  pelvic  floor  and  radiating  liga- 
ments) the  direction  of  both  the  uterus  and  the  vagina 
is  rendered  more  nearly  vertical  and  they  assume  more 
nearly  a  straight  line.  When  such  mechanical  condi- 
tions exist,  it  is  easy  for  the  uterus  to  be  telescoped  into 
and  through  the  vagina.     Such  a  prolapse  implies : 

1.  A  shortening  of  the  posterior  wall  of  the  vagina  as 
by  a  perineal  tear. 

2.  The  stretching  of  the  sacro-uterine  ligaments  per- 
mitting the  cervix  to  move  forward. 

3.  Elongation  of  the  round  ligaments  permitting  the 
fundus  to  tilt  backward. 

4.  Stretching  of  the  broad  ligaments,  permitting  the 
uterus  to  sag  downward. 

The  degree  of  prolapse  and  the  speed  with  which  it 
develops  varies  with  the  type  of  work  and  other  causes 
for  varying  intra-abdominal  pressure,  such  as  straining 
at  stool,  etc. 

COINCIDENT  AFFECTIONS 

In  my  experience  about  70  per  cent,  of  patients  requir- 
ing operation  for  posterior  displacements  of  the  uterus 
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have  also  suffered  from  associated  disease  of  the  ovaries, 
tubes  or  appendix.  Fortunately,  the  medical  profession 
has  emerged  from  that  period  when  it  was  customary  to 
attribute  discomforts  of  doubtful  origin  to  the  genital 
tract. 

By  virtue  of  close  scrutiny  and  strict  adherence  to  the 
laws  of  inductive  and  deductive  logic  many  so-called 
reflex  uterine  pains  have  been  reduced  to  their  correct 
analysis  and  have  assumed  the  concrete  form  of  gall- 
stones, gastric  and  duodenal  ulcer,  floating  kidney,  ure- 
teritis, chronic  appendicitis,  hyperthyroidism,  incipient 
tuberculosis,  relaxation  of  the  sacroiliac  joints  and  other 
postural  defects  with  consequent  muscular  and  liga- 
mentous strain,  etc. 

The  medical  profession  and  womankind  owe  a  lasting 
debt  of  gratitude  to  Drs.  Reynolds,  Lovett,  Goldthwaite 
and  others  for  demonstrating  the  frequency  with  which 
backache  is  due  to  postural  defects  and  rendering  it 
easy  to  differentiate  between  the  several  types  of  pain. 

Our  chairman.  Dr.  Clark,  has  wisely  emphasized  the 
importance  of  making  an  itemized  record  of  the  several 
disease  conditions  affecting  the  individual  patient;  of 
the  percentage  in  which  they  contribute  to  her  discom- 
forts, and  of  the  extent  to  which  each  may  probably  be 
relieved  by  the  proposed  plan  of  treatment. 

In  this  day  of  safe  surgery,  many  people  expect  too 
much  from  operations  and  one  will  reduce  the  fre- 
quency and  degree  of  disappointment  if  he  strives  to  tell 
the  individual  patient  beforehand  just  which  of  her 
discomforts  may  not  be  relieved  by  the  operation.  This 
enables  the  patient  to  decide  judiciously  regarding  a 
plan  of  treatment. 

OPERATIVE  CORRECTION 

It  is  needless  to  review  here  the  evolution  of  the  vari- 
ous procedures  or  to  enumerate  the  several  operations 
and  modifications  which  hold  the  uterus  forward.  Each 
of  the  several  recognized  avenues  for  surgical  correction 
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have  their  advocates  who  have  modified  the  following 
types  of  operation : 

1.  Inguinal  shortening  of  the  round  ligaments   (Alexander, 

Edebohls,  Martin,  Goldspohn). 

2.  Vaginal  fixation  of  the  uterus  and  vaginal  shortening  of 

the  round  ligaments  (Goffe,  Schuching,  Duhrssen,  Mas- 
kenrodt,  Vineberg,  Reed,  Wertheim). 

3.  Intra-abdominal  shortening  of  the  round  ligaments  (Polk, 

Wylie,  Dudley,  Mann,  Bissell,  Morris,  Baldy). 

4.  Attachment  of  round  ligaments  posterior  to  the  uterus 

(Webster  and  Baldy). 

5.  Attaching   the    uterus    to    the   anterior   abdominal    wall 

firmly,  loosely,  indirectly  (Kelly,  Fowler,  Martin,  Dor- 
seU). 

6.  Transperitoneal  shortening  of  the  round  ligaments  (01s- 

hausen,     Ferguson,    Beck,    Gilliam,    Martin,    Barrett, 
Campbell,  McGannon). 

7.  Retroperitoneal      shortening    of     the    round     ligaments 

( Simpson,  Noble,  Montgomery,  Mayo,  Peters ) . 

8.  Shortening  of  the   sacro-uterine   ligaments   through   the 

abdomen  or  vagina  (Bov6e,  Bishop,  Stoner,  Young). 

9.  Transverse  attachment  of  the  base  of  the  broad  ligaments 

in  front  of  the  cervix. 
10.  Intra-peritoneal  shortening  of  the  round  and  broad  liga- 
ments   (Coffey). 

The  uterus  may  be  held  forward  by  any  one  of  several 
satisfactory  methods. 

In  order  that  the  uterus  may  remain  in  its  normal 
position,  it  is  necessary  to  maintain,  to  a  considerable 
degree,  the  functional  value,  first,  of  the  pelvic  floor; 
second,  of  the  supporting  ligaments  which  radiate  about 
the  cervix ;  and  third,  of  the  round  ligaments  which  act 
as  guy-ropes.  I  take  it  that  correction  of  mechanical 
defects  of  any  of  these  structures  constitutes  an  essential 
part  in  the  several  operations  considered  in  this  sympo- 
sium. 

The  principles  of  safe  and  effective  correction  are  sim- 
ple. They  not  only  take  into  consideration  the  normal 
position  of  the  genital  organs  and  the  mechanism  of  dis- 
placements, but  also  the  existence  of  other  pelvic  viscera 
(intestines,  bladder,  ureters)  and  the  accidents  common 
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to  them.  The  value  of  an  otherwise  satisfactory  opera- 
tion may  be  impaired  by  a  considerable  percentage  of 
failures;  by  interfering  with  the  function  of  reproduc- 
tion ;  by  causing  considerable  pain ;  by  leaving  bands  of 
adhesions  stretched  across  the  free  abdominal  cavity; 
by  entailing  too  great  a  risk  to  life  or  by  frequently  sub- 
stituting other  types  of  pathologic  conditions  which  are 
themselves  a  source  of  considerable  inconvenience. 

It  has  always  seemed  to  me  that  when  skill,  technic, 
facilities  and  other  conditions  justify  elective  operations, 
the  mere  fact  of  opening  the  abdomen  does  not  neces- 
sarily entail  serious  risk.  When  the  abdomen  is  opened, 
one  can  occasionally  detect  and  correct  associated 
troubles  which  would  otherwise  continue  to  cause 
discomfort.  For  these  and  other  reasons,  I  am 
inclined  to  look  with  favor  on  the  operation  which  opens 
the  abdomen  in  the  mid  line,  thus  making  it  possible  to 
investigate  all  areas  of  discomfort. 

At  the  time  the  Gilliam  operation  was  first  proposed, 
I  was  much  impressed  by  the  fact  that  if  considered 
from  the  standpoint  of  the  genital  tract  alone,  it  was 
simple  and  based  on  effective  mechanical  principles.  The 
strong  part  of  the  round  ligaments  was  used. 

The  ligaments  were  directed  forward  thereby  giving 
them  greater  retaining  power.  The  eifect  of  that  man- 
ner of  attaching  the  ligaments  was  not  to  suspend  the 
uterus,  but  to  keep  the  fundus  from  rising  and  describ- 
ing its  backward  arc  of  a  circle. 

The  shortened  ligaments  would  undoubtedly  undergo 
the  same  changes  of  hypertrophy  and  involution  common 
to  normal  ligaments  in  the  course  of  gestation  and  the 
puerperium.    Thus  far  the  operation  was  ideal. 

But  in  common  with  other  forms  of  transperitoneal 
suspension,  firm  bands  of  tissue  were  stretched  across 
the  free  abdominal  cavity. 

If  by  chance  the  ligaments  were  overshortened,  and 
the  fundus  of  the  uterus  held  in  contact  with  the  abdom- 
inal incision,  the  fundus  would  become  adherent. 
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A  suspensory  ligament  would  be  added,  and  we  would 
then  have  four  openings  through  any  one  of  which  it 
seemed  possible  an  intestine  might  slip  and  become 
strangulated. 

It  occurred  to  me  at  that  time,  as  doubtless  it  did  to 
many  others,  that  if  this  possible  source  of  danger  could 
be  avoided,  the  operation  would  be  well  nigh  ideal.  At 
the  Cincinnati  meeting  of  the  Southern  Surgical  and 
Gynecological  Association  in  November,  1902,  three 
papers  were  presented,  each  describing  a  method  of  util- 
izing the  strong  points  of  the  Gilliam  operation  but 
obviating  its  dangers  by  eflfecting  the  shortening  and 
transplantation  beneath  the  parietal  peritoneum.  The 
first  of  these  papers  was  read  by  Dr.  A.  H.  Ferguson  of 
Chicago;  the  second  by  Dr.  George  Noble  of  Atlanta, 
and  in  the  third,  I  presented  a  preliminary  report 
regarding  the  technic  of  a  similar  retroperitoneal  oper- 
ation. 

The  underlying  principles  of  my  operation  were  then 
described  as  follows: 

It  consists  essentially  of  changing  the  course  of  the  round 
ligaments  from  a  transverse  to  nearly  an  anteroposterior 
direction;  in  shortening  the  round  ligaments  so  as  to  leave 
the  distal  end  slack;  the  proximal  end  being  used  to  control 
the  movements  of  the  uterus;  finally,  and  especially,  in  eflfect- 
ing tliese  changes  beneath  or  by  puckering  the  parietal  peri- 
toneum, thus  leaving  no  bands  of  adhesions  and  no  pockets 
which  may  strangulate  an  intestine.  These  principles  have 
commended  themselves  to  me  as  being  mechanically  and  sur- 
gically correct.  Varying  details  of  technic  will  readily  sug- 
gest themselves  to  the  operator.* 

That  this  observation  of  eight  years  ago  was  fully 
warranted  is  shown  by  the  subsequent  publication  of  a 
considerable  number  of  modifications  of  the  three  opera- 
tions proposed  at  that  meeting. 

TECHNIC 

My  own  technic  has  undergone  several  minor  changes 
but  has  gradually  settled  down  to  that  which  we  have 

1.  Am.  Jour.  Obst.  and  DIs.  Women  and  Children,  N.  Y.,  1003, 
xlvll,  No.  2. 
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employed  for  several  years  and  considered  safe,  to  a 
high  degree  effective,  and  as  free  as  any  abdominal  oper- 
ation of  any  kind  can  be,  from  the  risk  of  adhesions.  It 
has  no  bands  stretching  across  the  free  abdominal  cav- 
ity and  carries  no  essential  danger  of  strangulation. 
Except  in  two  cases,  it  has  caused  no  dragging  sensa- 
tion during  pregnancy,  or  at  any  time,  except  dnring  the 
first  few  days  of  the  healing  process. 

!N'otable  modifications  have  been  made  by  Dr.  Mont- 
gomery, Dr.  Charles  H.  Mayo,  Dr.  Ban*ett  and  others. 
The  operation  as  it  now  stands  is  a  composite  one.  It 
consists  in  the  following  steps : 

1.  A  median  abdominal  incision  is  made. 

2.  The  round  ligament  is  caught  1^  inches  from  the  uterus 
and  the  parietal  peritoneum  at  the  point  of  the  internal 
inguinal  ring     (Fig.  9). 

3.  The  skin  is  retracted  and  the  fascia  punctured  about  1^ 
inches  to  the  side  of  the  lower  angle  of  the  incision  ( Fig.  10) . 

4.  A  forceps  of  proper  curve  passes  through  this  puncture, 
obliquely  through  the  rectus  muscle,  following  the  method  of 
Dr.  Charles  H.  Mayo,  and  enters  the  broad  ligament  at  the 
internal  ring.  It  then  continues  to  pass  beneath  the  peri- 
toneum and  by  the  side  of  the  round  ligament  until  it  reaches 
the  hemostat  holding  the  round  ligament. 

5.  The  curved  forceps  then  penetrates  the  peritoneum  and 
grasps  the  round  ligament.  The  free  margin  of  peritoneum 
is  held  by  a  hemostat  during  the  next  step. 

0.  The  curved  forceps  is  drawn  out  bringing  the  round  liga- 
ment through  the  tunnel  it  has  made. 

7.  The  round  ligament  is  then  fastened  and  suspended  just 
beneath  the  fascia  by  a  linen  thread  which  closes  the  rent  in 
the  fascia  and  at  the  same  time  holds  the  ligament  firmly. 
The  same  process  is  repeated  on  the  opposite  side. 

Some  features  and  variations  in  technic  and  subse- 
quent care  which  deserve  comment  are  the  following: 

1.  The  ligament  should  not  be  attached  to  the  upper  surface 
of  the  fascia.  Any  permanent  perforation  of  the  fascia  invites 
hernia. 

2.  The  operator  should  actually  see  that  his  suture  attaches 
the  ligament  to  the  fascia  rather  than  to  the  fat  overlying 
the  fascia. 

3.  If  the  round  ligaments  are  caught  too  near  the  uterus, 
or  if  they  are  fastened  together  in  the  mid  line  (either  above 
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or  below  the  fascia),  the  uterus  will  be  held  in  contact  with 
the  line  of  incision  and  a  suspensory  ligament  will  form.  In 
one  of  my  early  cases  that  happened.  The  intestine  became 
adherent,  slipped  behind  the  suspensory  ligament  (which 
should  never  exist)  and  annoying  cramps  followed,  requiring 
operation. 

RESULTS 

1.  Mortality. — I  have  done  this  operation  with  modi- 
fications, and  in  connection  with  necessary  plastic  and 
other  work,  about  400  times.  There  have  been  two 
deaths,  giving  a  mortality  of  0.5  per  cent.  In  about  70 
per  cent,  of  these  cases,  the  appendix,  tubes  and  ovaries, 
or  adhesions  required  attention.  During  the  last  few 
weeks,  I  have  gained  definite  information  regarding 
about  75  per  cent,  of  the  patients.  Regarding  the  other 
25  per  cent.,  either  nothing  has  been  heard  from  them  or 
their  physicians,  or  else  the  doctor  has  reported  that  his 
information  is  neither  recent  nor  exact.  These  facts 
have  been  obtained  in  two  ways :  first,  from  the  medical 
attendants  who  have  recently  seen  and  examined  the 
patients;  and  second,  from  my  own  notes  made  at  the 
time  of  recent  examinations.    This  inquiry  includes : 

2.  The  Present  Position  of  the  Uterus. — In  two  cases 
the  uterus  is  known  to  be  retroverted  but  without  dis- 
comfort. Three  or  four  uteri  with  congenital  defects 
are  about  in  the  long  axis  of  the  body.  Four  with  pro- 
lapse are  known  to  have  the  fundus  forward,  but  the 
cervix  was  not  held  well  back  by  the  plastic  operations 
and  shortening  of  the  sacro-uterine  ligaments.  In  three 
cases  after  delivery  the  uteri  were  back  at  about  the  sixth 
week,  but  were  permanently  corrected  by  the  temporar}^ 
use  of  pessaries.  In  all  the  other  cases,  that  is,  in  more 
than  97  per  cent,  of  those  heard  from,  the  uterus  is  in 
the  normal  position. 

3.  Pregnancy. — For  various  reasons  (patients  unmar- 
ried, widows,  passed  menopause,  operation  required 
removal  of  one  or  both  adnexa,  etc.),  40  per  cent,  of 
those  heard  from  would  not  be  expected  to  conceive.   Of 
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the  remaining  180  patients  heard  from,  forty-five  have 
conceived.  One  patient  is  now  normally  pregnant  three 
months;  one  patient  is  now  normally  pregnant  four 
months;  two  patients  are  now  normally  pregnant  six 
months;  two  patients  are  now  normally  pregnant  eight 
months,  and  one  patient  is  now  normally  pregnant  nine 
months. 

Nine  have  aborted;  four  had  aborted  before;  two  of 
them  probably  had  syphilis ;  in  two  no  cause  was  known 
by  the  attendant.  Three  of  these  also  bore  one  child. 
One  had  an  ectopic  gestation.  Twenty-three  bore  one 
child  at  the  end  of  normal  pregnancy.  Three  of  these 
also  aborted  once  each.  One  of  this  number  died  of 
puerperal  infection  seventeen  days  after  a  normal  deliv- 
ery. Five  have  had  two  children  at  the  end  of  normal 
pregnancies. 

4.  Oeneral  Health. — This  has  been  very  markedly 
improved  or  completely  restored  in  82  per  cent. 

Little  or  no  improvement..  15  cases     5  per  cent. 

Somewhat  improved 38  cases  13  per  cent. 

Markedly  improved 128  cases  43  per  cent. 

Completely  restored   117  cases  39  per  cent. 

5.  Local  Discomforts. — ^These  were  very  markedly  or 
completely  relieved  in  84%  per  cent. 

Little  or  no  improvement. .  10  cases     2  per  cent. 
Bequired    second    operation 

for    cystic    ovaries    after 

which  relief  was  complete      6  cases    2  per  cent. 

Somewhat  improved 28  cases    9^^  per  cent. 

Decidedly  improved   72  cases  24  per  cent. 

Completely  relieved 182  cases  60%  per  cent. 

6.  New  Local  Discomforts. — Here  inquiry  was  espe- 
cially made  regarding  dragging  sensation  in  the  new 
course  of  the  ligaments.  New  discomforts  were  noted 
in  two  or  less  than  1  per  cent. ;  no  new  local  discomforts 
in  296,  or  about  99  per  cent. 
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My  percentage  of  partial  or  complete  failure  to  hold 
the  ntems  forward  has  been  about  2  per  cent.  No  ronnd- 
ligament  operation  alone  will  be  uniformly  enccesafnl 
under  the  following  conditions : 

1.  When  the  ligamenta  are  very  delicate.  I  have  had  one 
failure  due  to  this  cause. 

2.  When  the  congenital  attachment  of  the  bladder  is  low 
and  that  of  the  sacro-uterine  ligaments  is  high.  This  defect 
must  also  be  corrected.  I  have  had  three  or  four  partial 
failures  due  to  this  cause. 

3.  When  the  sacro-uterine  ligaments  and  the  base  of  the 
broad  ligaments  have  been  very  much  stretched,  giving  a 
decided  prolapse.  These  defects  should  also  be  corrected  (as, 
of  course,  the  underlying  lacerations).  I  have  never  had 
difficulty  in  keeping  the  fundus  forward,  but  I  have  occasion- 
ally had  an  imperfect  result  because  my  attempts  at  shortening 
the  sacro-uterine  and  the  broad  ligaments  were  not  always 
perfectly  satisfactory.  I  have  knowledge  of  four  cases  of 
this  kind. 

The  ligaments  undergo  the  normal  course  of  hyper- 
trophy and  involution  during  pregnancy  and  the  puer- 
perium.  It  is  attended  by  slightly  less  risk  of  post- 
partum retroversion  than  follows  delivery  where  the 
uterus  has  never  previously  been  misplaced.  This  less 
risk  is  due  to  the  anterior  direction  of  the  ligaments. 
Puerperal  retroversions  are  easily  and  permanently  cor- 
rected by  the  temporary  use  of  pessaries  and  it  is  the 
imperative  duty  of  the  obstetrician  to  see  that  every 
uterus  is  in  its  normal  position  for  at  least  three  months 
after  delivery,  whether  there  has  been  previous  trouble 
or  not. 

1112  Bessemer  Building. 
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PLICATION  OP  THE  ROUND  AND  ANTEEIOB 

FOLD  OP  THE  BHOAD  LIGAMENT  ON  THE 

ANTERIOH  SUBPACE  OP  THE  UTERUS 

POB  RETRODISPLACEMENT 


R.   C.   COFFEY,    MJ). 

POBTLAND,  ORE. 


ANATOMIC    AND    BUBGICAL    PRINCIPLES 

This  presentation  is  made  more  to  illustrate  the 
anatomic  and  surgical  principles  underlying  the  entire 
subject  of  the  treatment  of  retroversion,  than  to  set 
forth  any  specific  mechanical  detail.  The  uterus  is  very 
largely  an  intra-abdominal  organ.  All  intra-abdominal 
organs  are  supported  almost  entirely  by  peritoneal  folds. 
The  peritoneum  is  supported  in  turn  by  a  loose  connect- 
ive tissue  which  holds  it  loosely  but  persistently  to  the 
abdominal  wall  except  at  its  upper  attachment,  where 
it  is  firmly  fixed  and  blended  with  the  diaphragm. 
Strictly  speaking,  the  abdominal  organs,  which  we  refer 
to  as  intra-peritoneal,  are  all  extra-peritoneal,  inasmuch 
as  every  organ  lies  between  two  layers  of  peritoneum 
made  as  if  the  organ  had  been  pushed  into  the  peri- 
toneal sac  from  the  outside,  and  had  become  adherent 
to  it. 

New  ligaments  are  formed  during  fetal  development 
and  rotation,  by  the  contact  of  two  peritoneal  surfaces 
which  adhere,  blend,  and  become  obliterated  at  point 
of  contact.  This  may  be  illustrated  by  the  rotation  of 
the  colon,  which  goes  upward  and  to  the  right  and 
adheres  to  the  peritoneum  of  the  posterior  abdominal 
wall  and  thereby  forms  the  mesocolon.  The  spleen  ro- 
tates to  the  left,  comes  in  contact  with  the  peritoneum 
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of  the  posterior  abdominal  wall,  adheres  to  it,  obli^^ 
erates  the  endothelial  coverings  and  therd)y  the  li^^a- 
ment  of  the  spleen  is  formed  and  it  is  fixed  on  the  IcTt 
side.     The  omentum  grows  from  the  lower  border     o:f 
the  stomach  down  over  the  transverse  colon  and  adheres 
to  it  at  the  point  of  contact,  its  surfaces  blend  and   ^we 
have  the  gastrocolic  ligament  or  gastrocolic  (Hnentum. 
If  the  peritoneal  surface  of  the  stomach  is  plicated   \>jr 
bringing  the  anterior  superior  border  and  the  anterior 
inferior  border  together  and  holding  ihem  firmly    b^- 
peritoneal  sutures,  all  of  the  space  enclosed  by  this  line 
of   sutures   becomes   obliterated.     If  the  omentum     is 
sutured  to  the  abdominal  wall  and  held  firmly,  the  sur- 
faces blend  and  a  complete  partition  is  made  across  the 
abdomen.    If  the  lesser  omentum  is  plicated  for  a  gas- 
troptosis,  Beyea  has  found  that  the  surfaces  blend  and 
the  omentum  or  ligament  is  permanently  shortened. 

The  Kelley  operation  proves  more  conclusively  than 
anything  else  the  almost  absolute  certainty  of  the  blend- 
ing of  peritoneal  surfaces,  for  we  find  that  in  only  a  small 
percentage  of  cases  done  by  Dr.  Kelley^s  operation,  which 
does  not  use  one- twentieth  the  amount  of  peritoneum 
found  supporting  other  organs  of  equal  weight,  does 
the  uterus  fall  backward,  and  in  nearly  all  of  thoee 
eases  in  which  the  uterus  does  fall  backward,  the  liga- 
ment is  found,  not  broken,  but  attenuated  to  a  thread. 
This  operation  has  probably  been  done  more  times  than 
any  other  intraperitoneal  operation,  with  the  exception 
of  the  removal  of  the  appendix,  tubes  or  ovaries:  and 
with  remarkable  success  when  we  consider  that  it  first 
struck    the    vital    point    of    treating  displaced  organs. 
Alexander  unwittingly  used  the  same  principle  in  draw- 
ing out  the  round  ligament  and  with  its  covering  of  peri- 
toneum which  blended  at  the  internal  ring,  shortening 
the  anterior  fold  of  the  broad  ligament  just  so  much 
as  there  was  of  peritoneum  passing  through  the  internal 
ring.    The  operation  was  later  spoiled  by  meddlers  who 
pushed  the  peritoneum  back  off  the  ligament,  as  a  result 
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FIr.  1.- -Relations  in  partial  rotrodlsplacemont  of  the  uterus. 


Fip.  2.- -First  stop  in  autlior's  round  and  broad  lif^amont  plication. 
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Fig.  3. — Second  step  In  author's  operation. 


Kijr.   4. — Third  st«'p  in  authors  o|)eration. 
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Fig.  6. — Sectional  yiew,  showing  scheme  of  plication  operation. 
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Hon.     iJottwl  lltu^rt  rppreui^iit  obUterat«!d  poHtoneal  arpati. 


Fig.  7. — Second  stop  of  operation  shown  in  perspectiye  on  the  left 
and  in  sectionai  view  on  the  right. 
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Fig,  8. — ^Thlrd  step  shown  in  perspective  on  the  left  and  sectional 
view  on  the  right. 


Fig.  9. — Round  ligament  freeing  itself  and  straightening  under 
the  peritoneum. 
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Fig.   10. — Final  step;  round  ligament  straightening  itself  under 
the  peritoneum  of  the  round  ligament. 


Fig.  11. — Round  ligament  restored  to  normal  position  under  the 
peritoneum. 
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of  which  the  operation  has  fallen  largely  into  disuse. 
The  Gilliam,  the  Mann^  the  Simpson,  the  Baldy-Webster 
and  all  operations  which  are  nsed  to-day  and  have  been 
found  to  be  successful,  use  the  peritoneum  of  the  broad 
ligament ;  consequently  the  following  rule  has  been  form- 
ulated: *^Two  peritoneal  surfaces  brought  tbgether 
and  held  finnly  in  an  aseptic  state,  adhere,  blend,  and 
obliterate  and  the  contiguous  surfaces  lose  their  endothe- 
lial covering,  becoming  continuous  at  the  point  of  peri- 
toneal contact/' 

The  uterus,  however,  diflEers  from  the  other  peritoneal 
organs  in  that  it  is  much  more  moveable  because  of  its 
functions;  also,  in  that  it  is  connected  directly  with  the 
outside  and  therefore  must  be  protected  from  extrusion. 
Because  of  the  necessity  for  extraordinary  mobility,  the 
peritoneum  of  the  broad  ligament,  the  principal  lig- 
ament, is  attached  extensively  before  and  behind  to  the 
sides  of  the  uterus  and  well  down  near  its  middle  be- 
tween fundus  and  cervix.  Thus  a  very  extensive  attach- 
ment of  peritoneum  supports  the  uterus  and  gives  it  a 
wide  range  of  mobility  because  of  the  large  amount  of 
loose  connective  tissue  holding  the  peritoneum  of  the 
pelvis  to  its  fixed  walls.  According  to  Nature's  law 
of  conservation,  the  uterus,  which  is  so  loosely  attached, 
is  turned  in  the  pelvis  in  life,  so  that  it  lies  practically 
.crosswise.  Owing  to  the  fact  that  such  a  variety  of  posi- 
tions must  be  assumed,  it  becomes  necessary  to  have  some 
other  means  of  automatically  or  involimtarily  poising  this 
organ  and  keeping  it  in  this  position  at  right  angles  to 
the  body.  Therefore  the  round  ligament  becomes  a 
necessity,  and  is,  histologically,  perfectly  constructed 
for  such  a  function,  as  indicated  by  the  following  defi- 
nition, taken  from  Sobotta: 

In  addition  to  the  broad  ligament,  the  uterus  possesses' 
other  ligaments  which  are  to  be  regarded  as  a  continuation  of 
its  musculature.  The  most  important  of  these  is  the  round 
ligament,  which  is  essentially  a  cylindrical  or  slightly  flat- 
tened muscular  cord,  12  to  15  cm.  in  length,  which  takes  origin 
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on  either  side  from  the  anterior  surface  of  the  uterus  in  the 
vicinity  of  the  uterine  extremity  of  the  tubes,  and  runs  at 
first  almost  horizontally^  then  forward  and  downward  between, 
the  two  layers  of  the  broad  ligament  covered  mainly  by  the 
anterior  one.  In  the  vicinity  of  the  uterus  the  ligament  is 
thickened  and  consists  solely  of  connective  tissue  and  non- 
striated  muscle  but  in  its  course  through  the  inguinal  canal 
it  usually  receives  fasciculi  of  striated  fibers  from  the  internal 
oblique  and  transversalisr  which  are  continued  on  it  for  a 
varying  distance,  frequently  extending  almost  to  the  uterus 
but  never  passing  externally  beyond  the  inguinal  ring.  He 
further  says:  "Sindlar  continuations  of  the  uterine  muscu- 
lature are  the  recto-uterine  which  run  in  peritoneal  folds  of 
the  same  name  and  connect  the  superficial  musculature  of  the 
rectum  with  that  of  the  uterus.  The  uterosacral  ligaments 
are  connective-tissue  fasciculi  which  accompany  the  muscular 
similarly  named  folds  to  the  region  of  the  second  and  third 
sacral  vertebra  where  they  fuse  with  the  peritoneum. 

Taking  up  the  physiology,  we  find  that  a  muscle  fiber 
has  no  other  function  than  that  of  contraction  and  pro- 
ducing motion.  We  also  know  that  a  muscle  fiber  will 
under  no  circumstances  stand  a  continuous  strain,  and 
that  a  muscle  is  therefore  totally  unfitted  for  taking  up 
the  work  of  a  ligament  proper;  consequently,  the  only 
physiologic  function  for  which  the  round  ligament  could 
be  nsed  would  be  for  producing  motion,  aside  from  the 
function  performed  by  the  connective  tissue,  which  is 
an  extraordinary  precaution  to  prevent  the  uterus  from 
being  extruded.  It  is  therefore  very  evident  that  the 
function  of  the  roimd  ligament  must  be  that  of  auto- 
matically poising  the  uterus  during  the  various  posi- 
tions assumed  by  the  individual  and  thus  preventing 
it  from  becoming  a  dead  weight  on  the  broad  ligament. 

OPERATION 

In  the  early  operations  of  double  salpingectomy  and 
oophorectomy,  in  which  the  broad  ligament  was  tied  ofif 
en  masse,  and  in  which  the  round  ligament  was  fre- 
quently included,  a  large  percentage  of  the  patients 
developed  a  retroversion.  If  one  or  both  round  liga- 
ments are  destroyed  by  traumatism,  retroversion  will 
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frequently  take  place  later  on;  therefore  it  seems  that 
the  round  ligament  and  the  broad  ligament  are  equally 
essential  to  the  proper  holding  of  the  uterus  in  position 
— ^the  broad  ligament  to  carry  the  constant  weight;  the 
round  ligament  to  poise  it  on  this  support  in  a  manner 
making  it  easy  to  carry.  Such  being  the  case,  the  ideal 
operation  for  retrodisplacement  of  the  uterus  should 
shorten  the  broad  ligament  and  at  the  same  time  avoid 
permantly  fixing  and  thereby  hampering  the  movements 
of  the  round  ligament.  Therefore  I  submit  the  follow- 
ing operation: 

Before  b^^ning  the  operation  proper,  break  up  adhesions, 
treat  adnexa,  lifting  the  uterus,  and  pack  a  sponge  back  of  it 
which  leaves  it  in  the  position  shown  in  (Fig.  1).  Then 
sieze  the  round  ligament  about  an  inch  and  a  half  from  the 
uterus,  and  with  a  No.  2  or  No.  3  chromicized  catgut,  stitch 
to  the  anterolateral  border  of  the  uterus  at  the  beginning  of 
the  vesico-uterine  fold.  Place  three  or  four  similar  sutures 
between  this  point  and  the  uterine  end  of  the  ligament  (Fig. 
2).  Thus  a  double  fold  of  the  broad  ligament  is  brought  over 
to  the  side  of  the  uterus. 

Seize  the  Ugament  an  inch  and  a  half  further  on  and  bring 
it  up  to  a  point  just  above  and  internal  to  the  uterine  end 
of  the  round  ligament  and  fasten  with  a  chromicized  catgut 
suture.  Place  three  or  four  more  sutures  between  this  and 
the  first  suture  at  the  vesico-uterine  fold  (Fig.  3).  Thus,  two 
more  peritoneal  or  broad  ligament  layers  are  brought  over 
to  the  side  and  front  of  the  uterus. 

With  a  No.  1  or  2  chromicized  catgut  continuous  suture, 
bring  a  fold  of  peritoneum  from  each  side  over  the  line  of 
interrupted  chromicized  sutures.  This  continuous  suture  may 
include  as  much  of  the  peritoneum  as  necessary  to  bring  it 
taut;  care  must  be  made  to  avoid  pulling  in  the  bladder. 
(Fig.  4).  Be  careful  not  to  include  the  entire  thickness  of  the 
round  ligament  in  any  of  the  rows  of  sutures. 

I  have  personally  performed  272  operations  for  retro- 
displacements  of  the  uterus  by  using  this  method.  In 
twelve  other  cases  continuous  sutures  were  used  all 
through,  in  an  attempt  to  shorten  the  operation.  After 
the  twelve  operations  by  the  continuous  method,  four 
patients  relapsed  very  soon  and  the  other  eight  have  not 
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been  lieard  from.  After  the  272  operations  by  the 
method  described,  using  the  interrupted  sutures,  I  have 
heard  of  only  two  eases  of  recurrence ;  one  after  an  opera- 
tion for  prolapsus  in  an  old  woman,  another  in  which  the 
operation  was  followed  by  volvulus,  requiring  a  secondary* 
operation  and  drainage.  In  fact,  I  have  not  examined 
these  patients  and  do  not  know  that  recurrence 
has  taken  place.  I  have  learned  directly  of  eighteen 
women  who  have  borne  children  since.  In  these,  no 
dystocia  has  been  noticed.  I  have  personally  examined 
four  of  the  eighteen  after  labor  and  found  the  uterus 
in  good  position.  The  other  fourteen  have  been  exam- 
ined by  the  family  physician  and  the  uterus  has  been 
found  in  good  position.  Of  the  272  patients  five  have 
required  a  later  operation  for  other  diseased  conditions 
in  the  lower  abdomen,  which  has  given  an  opportunity 
to  observe  the  condition  following  the  operation.  In  all 
five  cases,  the  broad  ligament  was  found  holding  the 
uterus  in  perfect  position.  The  ligament  was  normal 
except  that  the  anterior  fold  seemed  slightly  thicker. 
The  round  ligaments,  one  of  which  in  all  cases,  and  both 
of  which,  in  some  cases,  had  been  attenuated  to  the  size 
of  a  very  small  cord,  had  regained  their  normal  size 
and  their  normal  position  imder  the  peritoneimi  and, 
in  fact,  had  reestablished  relations  that  were  normal  in 
every  respect.  Therefore  I  feel  justified  in  presenting 
Figures  7  to  11  to  illustrate  the  manner  in  which  the 
round  ligament  unquestionably  restores  itself  to  its  nor- 
mal condition.  I  may  here  state  that  this  is  easily 
proved  by  making  a  cloth  uterus  and  broad  ligaments 
in  which  a  round  ligament  made  of  an  elastic  cord  is 
placed.  By  folding  the  round  ligament  and  the  broad 
ligament  on  the  surface  of  the  cloth  uterus,  as  I  have 
done  in  the  operation,  taking  care  to  glue  the  cloth 
broad  ligament  to  the  surface  of  tlie  cloth  uterus,  thus 
corresponding  to  the  blending  of  the  peritoneum;  by 
using  sutures  which  can  be  either  withdrawn  or  cut,  in 
order  to  free  the  elastic  cord,  it  will  be  found  that  the 
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cord  will  slip  out  from  between  the  layers  of  the  cloth 
broad  ligament,  producing  exactly  the  same  condition 
I  have  found  in  my  cases^  minus  the  blending  of  the 
adjacent  peritoneal  surfaces  which  obliterate  all  peri- 
toneal spaces. 

Figure  7  shows  the  second  step  of  the  operation  in 
perspective  on  one  side  and  a  sectional  view  of  the  same 
step  of  the  operation  on  the  other  side.  In  the  sectional 
view,  representing  the  round  ligament  as  being  very 
much  attenuated,  the  muscle  cells  are  few. 

Figure  8  shows  the  completed  operation  in  perspective 
on  one  side  and  a  sectional  view  of  the  completed  opera- 
tion on  the  other  side  with  the  same  attenuated  liga- 
ments.   ^ 

Figure  9  shows  a  broad  ligament  some  weeks  after 
operation  on  one  side  and  on  the  other  side,  the  theory 
of  the  gradual  freeing  of  the  round  ligament  under  the 
broad  ligament  as  represented.  The  round  ligament  has 
had  time  to  rest,  the  catgut  sutures  have  been  partially 
absorbed,  the  muscle  fibers,  performing  their  normal 
function  of  contraction,  are  coming  closer  together, 
thereby  straightening  the  ligament  out  under  the  peri- 
toneum. 

Figure  10  is  an  extension  of  the  same  process  in  which 
the  round  ligament  is  becoming  straighter  and  the  muscle 
fibers  are  becoming  more  numerous. 

Figure  11  shows  the  round  ligament  straightened  out 
under  the  broad  ligament  and  the  establishment  of  a 
normal  cord : 

In  this  operation,  as  proved  by  results  seen  afterward, 
all  the  requirements  of  the  anatomic  and  surgical  prin- 
ciples set  forth  have  been  fulfilled.  The  broad  ligament, 
which  is  the  principal  support  of  the  uterus,  has  been 
shortened,  and  the  action  of  the  round  ligament  has  not 
been  permanently  hampered,  so  that  while  the  uterus  is 
supported  constantly  by  the  broad  ligament,  it  may  also 
be  poised  to  suit  the  changing  positions  of  the  body. 
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Dr.  W.  B.  Holden,  my  oflSce  neighbor,  has  done  this 
operation  more  than  50  times  without  recurrence  as 
far  as  he  knows,  and  states,  in  a  personal  communica- 
tion that  the  results  are  so  satisfying  that  he  never 
thinks  of  doing  any  other  operation  for  retroversion  of 
the  uterus. 

Dr.  Suttner  of  Walla  Walla,  Wash.,  has  done  the 
operation  regularly  for  some  time  (more  than  150 
operations),  and  patients  have  been  pleased  with  it. 
The  observations  of  all  these  operators,  taken  with  my 
own,  seem  to  indicate  that  the  comfort  to  the  patient 
is  greater  in  this  operation  than  in  any  other 
operation  having  the  same  object.  The  absence  of 
the  backache,  which  is  represented  as  following  opera- 
tions which  permanently  fix  the  round  ligament,  is  a 
very  noticeable  feature.  Previous  to  the  development 
of  this  operation,  I  had  done  approximately  200  Kelley 
operations  with  very  good  success  as  far  as  holding  is 
concerned.  The  anatomic  condition  left  after  the  opera- 
tion was  unsatisfactory  in  a  considerable  number  of 
cases.  Labor  was  difficult  in  a  proportion  of  the  patients. 
In  some  cases  habitual  abortion  occurred  and  a  very 
large  percentage  of  the  patients  complained  of  the  old 
backaches,  pulling  on  the  abdomen,  and  a  train  of 
nervous  symptoms  which  were  even  worse  than  the  orig- 
inal. I  may  here  state  that  I  followed  Suttner's  lead 
in  performing  these  operations  in  cases  in  iriiich  the 
uterus  was  already  pregnant.  Suttner  deliberately  did 
this  operation  in  two  cases  in  the  second  month  of 
pregnancy  in  order  to  prevent  abortion  which  had  pre- 
viously been  habitual  about  the  third  month  as  a  result 
of  the  displaced  uterus.  In  both  instances,  the  child 
went  on  to  full  term  and  was  bom  without  difficulty. 
In  one  of  my  cases  the  patient  was  pregnant  at  the  time 
of  operation  but  did  not  know  it.  She  went  on  to 
full  term  and  was  delivered.  In  another  case,  the 
patient,  an  unmarried  woman,  was  found  to  be  pregnant 
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two  months.  The  plication  operation  was  done  regard- 
less of  the  condition.  The  wedding  ceremony  was  per- 
formed the  night  after  the  operation.  Pregnancy  went 
on  to  full  term  and  the  child  is  now  several  months  old. 
I  presume  that  these  pregnancies  wonld  continue  with 
any  of  the  other  round  ligament  operations  in  just  the 
same  way^  but  I  mention  these  cases  to  show  that  while 
this  operation  seems  to  comprise  a  good  deal  of  sur- 
gery the  traumatism  must  necessarily  be  of  a  superficial 
nature. 

Corbett  Building. 
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THE  EVOLUTION  OF  THE  SUBGICAL  TREAT- 

MENT  OF  RETRODEVIATIONS  OF 

THE     UTERUS 


E.    C.    DUDLEY,    M.D. 

CHICAGO 


I  desire  at  the  outset  to  enter  a  disclaimer,  in  that 
I  believe  that  the  surgical  treatment  of  deviations  of 
the  uterus  and  associated  pelvic  organs  is  far  from 
settled,  so  far  that  perhaps  some  of  the  hysteropexies, 
the  ligament  shortenings,  the  suspensions,  the  fixations, 
in  their  wide  divergence  may  to  the  next  generation 
look  as  crude  and  unscientific  as  the  routine  clamp  and 
drainage-tube  in  ovariotomy  now  look  to  us.  Perhaps 
we  are  a  little  too  inclined  prematurely  to  dogmatize  on 
the  subject — and  especially  the  inventor  of  an  operation 
is  like  the  expert  witness,  who  said:  "Your  honor,  in 
matters  of  fact  I  am  often  mistaken,  but  in  matters  of 
opinion  I  know  I  am  right." 

The  fine  adjustment  of  the  mere  mechanical  technic 
of  any  or  all  of  the  current  operations  is  of  less  conse- 
quence than  the  selection  of  suitable  cases  and  the 
recognition  of  the  facts  that  surgical  measures  are  not 
demanded  for  all  retrodeviations ;  that  there  is  no  fixed 
normal  position  of  the  pelvic  organs;  that  the  matter 
is  one  rather  of  normal  movements  than  of  normal  posi- 
tion; that  the  normal  supports,  so-called,  are  func- 
tionally concerned,  not  with  holding  the  organ  in  some 
fixed  position,  but  rather  with  restraining  it  within  its 
normal  range  of  movements ;  that  a  uterus  out  of  place, 
if  you  please,  may  by  a  surgical  procedure  be  put  in 
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place  and  so  fixed  that  the  fixation  is  more  injurious, 
more  embarrassing  than  the  displacement. 

Many  would  say,  not  without  reason,  that  we  all  are 
prone  to  treat  this  subject  from  purely  mechanical  points 
of  view  and  thus  to  lose  sight  of  essential  pathologic 
changes  which  have  produced  mechanical  deviations, 
treating  effect  instead  of  cause,  like  damming  up  a 
river  to  prevent  its  waters  from  fiowing  into  the  ocean. 
But  on  the  other  hand  we  must  not  forget  that  if  the  re- 
sources of  Nature  have  been  exhausted  in  the  production 
of  the  lesion  we  may  have  recourse  sometimes  to  mechan- 
ical measures,  irrespective  that  if  an  ideal  anatomic  and 
physiologic  cure  is  impossible  yet  a  symptomatic  cure 
may  be  desirable. 

Confining  the  discussion  to  the  relative  merits  of 
those  procedures  which  now  have  the  support  of  progres- 
sive surgery  we  may  classify  them  under  two  heads : 

1.  Operations  which  give  sustaining  power  by  means 
of  peritoneal  adhesions  or  fixation. 

2.  Operations  which  give  sustaining  power  by  shorten- 
ing of  ligaments. 

In  the  interest  of  brevity  we  may  disregard  surgical 
operations  of  whatever  class  which  are  performed  by 
vaginal  section,  not  that  we  should  condemn  vaginal 
hysteropexy  in  toto,  but  that  the  field  is  relatively  nar- 
row, and  the  discussion  therefore  in  this  place  in  some 
degree  unprofitable. 

The  different  procedures,  therefore,  so  far  as  I  shall 
weigh  them,  narrow  down  to  operations  performed 
through  the  median  or  nearly  median  abdominal  section. 

Touching  the  class  of  operations  which  give  sustain- 
ing power  by  seroserous  adhesion  or  fixation,  that  is, 
ventral  suspensions  and  ventral  fixations,  some  will 
remember  thirty  years  ago  when  it  was  a  vexed  question 
what  to  do  with  a  retroverted  uterus  before  closing  the 
abdomen  after  a  pelvic  operation,  such  for  example,  as 
the  removal  of  pus  tubes.     Sometimes  cautiously  and 
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tentatively  and  with  some  misgivings,  having  a  pioneer 
respect  for  the  peritoneum,  we  united  wiiii  a  single  stitch 
the  fundus  or  the  anterior  wall  of  the  corpus  uteri  to 
some  point  in  the  peritoneum  near  the  pubes.  In  a 
few  weeks  examination  usually  disclosed  the  uterus  agin 
retroverted  and  thereby  demonstrated  the  inadequacy  of 
this  teclinic;  then  several  sutures  were  used  instead  of 
one  with  the  same  result;  then  before  suturing  we 
scraped  off  with  a  sharp  knife  the  peritoneal  surface  so 
as  to  give  raw  surfaces  to  be  united  and  the  result  was 
strong  broad  cicatricial  union  and  permanent  fixation; 
in  fact,  immobilization  of  the  uterus ;  then  was  written 
the  tragic  and  humiliating  chapter  of  mechanical  fixation 
of  the  uterus,  a  chapter  which  told  of  obstruction  of  the 
bowel,  dystocia,  rupture  of  the  parturient  uterus  and 
other  obstetric  calamities  not  to  mention  a  formidable 
list  of  disabling,  distressing  consequences,  neurotic  and 
circulatory,  local  and  general.  Ventral  fixation  then 
relegated  to  the  dark  ages  of  surgery  soon  gave  way  to 
ventral  suspension  of  the  uterus  by  less  barbarous  meth- 
ods— an  operation  popularized  by  Howard  Kelly  which  in 
the  final  and  successful  evolution  resulted  quite  imi- 
formly  in  stable  equilibrium  of  the  uterus,  and  at  the 
same  time  left  it  free  in  its  normal  range  of  movements. 
The  principle  was  simple  and  effective;  it  was  to  unite 
to  the  anterior  parietal  peritoneum,  not  the  fundus  or 
the  anterior  wall  of  the  corpus  uteri  but  the  posterior 
wall,  and,  what  is  most  essential,  to  that  part  of  the  pos- 
terior wall  just  back  of  the  fundus,  a  surface  about  one- 
half  inch  back  of  a  line  connecting  the  uterine  ends 
of  the  Fallopian  tubes.  This  surface  was  united  to 
parietal  peritoneum  near  the  uterovesical  reflexion. 
Stable  equilibrium  and  permanent  uniform  results  were 
secured  by  the  simple  change  in  the  selection  of  surfaces 
to  be  united  without  denudation  of  the  united  surfaces 
and  with  two  or  three  absorbable  catgut  sutures;  that  is, 
very  light  adhesions  of  these  surfaces  were  suflScient. 
Moreover,  this  union,  by  lifting  the  posterior  wall  of  the 
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corpus  against  the  parietal  peritonemn^  also  served  to 
tilt  back  the  cervix  so  as  to  place  it  nearer  to  the  hollow 
of  the  sacrum — ^a  most  essential  mechanical  factor  in 
the  correction  of  retroversion,  for  if  the  carvix  be  nor- 
mally near  the  sacrum,  the  corpus  does  not  have  space  in 
which  to  retrovert. 

This  operation,  modified  by  myself  in  a  personal  ex- 
perience of  several  hundred  cases,  was  in  a  degree  satis- 
factory both  as  a  means  of  correcting  the  displacement 
and  in  its  freedom  from  the  distressing  mechanical 
results  which  had  discredited  the  obsolete  operation  of 
fixation.  It,  however,  may  give  rise  to  obstruction  of 
the  bowel,  for  it  always  left  a  more  or  less  constricted 
passage  around  the  uterus,  especially  if  the  adhesions 
pull  out  into  cicatricial  bands  under  which  intestine 
could  work  its  way  and  be  compressed.  Such  accidents, 
with  grave  results,  have  been  reported  from  time  to  time. 
Moreover,  the  operation  in  incompetent  hands,  although 
intended  to  produce  light  adhesions  only,  sometimes  sets 
up  union  so  strong  and  cicatricial  as  to  amount  to  the 
much-dreaded  fixation  already  condemned.  These 
things  being  so,  I  finally  disregarded  my  own  satisfac- 
tory results  and  those  of  others,  and  have  almost  aban- 
doned the  operation,  and  in  place  of  it  for  several  years 
have  substituted  one  after  another  of  the  various  liga- 
ment-shortening operations. 

In  taking  leave  of  the  suspension  operation,  which  in 
the  evolution  of  the  subject  has  held  so  large  a  place, 
I  pay  it  my  very  appreciative  respects;  it  was  a  tried 
and  trusted  friend;  it  hardly  ever  failed;  it  never,  in  my 
personal  experience,  was  followed  by  bad  results  which  I 
could  attribute  to  it :  unfortunately,  however,  it  is  beset 
by  the  sentimental  objection  that  it  is  not  anatomic, 
and,  under  indictment  therefore  by  the  surgical  purist 
is  charged  with  the  crime  of  being  unsurgical.  It  may 
plead,  however,  extenuating  circumstances,  inasmuch  as 
it  has  suffered  from  the  evil  relations  and  evil  associa- 
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tions  of  fixation,  the  bum  of  which,  by  confusion  of  the 
two  operati<m8,  have  been  viBited  on  it  most  unjustly. 
And  so,  reluctantly,  not  without  some  saise  of  disloyalty, 
I  lay  aside,  temporarily  at  least,  an  old  boMfactor,  ai^ 
pass  to  the  more  approved  ligament-shortening  opera- 
tions. 

There  is,  perhaps,  more  scientific  indication  for  short- 
ening the  uterosacral  than  for  shortening  the  round  liga- 
ments because  these  ligaments  should  maintain  the  nor- 
mal short  distance  between  the  cervix  uteri  and  the 
hollow  of  the  sacrum,  and  because  shortening  them 
therefore  may  fulfill  an  essential  indication,  but  with 
due  respect  for  contrary  opinions  no  uterosacral  opera- 
tion, so  far  as  I  am  aware,  has  been  developed  to  tbe 
degree  of  satisfactory  stable  results;  that  is,  the  short- 
ened uterosacral  ligaments  do  not  hold  welL  They  are 
liable  to  pull  out  again  soon  after  the  shortening,  caus- 
ing the  operation  to  fail. 

The  recent  operation  of  Harris,*  by  which  a  new  liga- 
ment is  formed  to  supplant  the  uterosacrals  by  utilizing 
the  long  tendon  of  the  psoas  parvus  muscle,  is  too  new 
to  permit  an  estimate  of  its  value;  it  probably  is  des- 
tined, however,  to  go  the  winding  way  of  artificial  liga- 
ment operations. 

Shortening  of  the  broad  ligaments  is  not  germane  to 
this  discussion,  except  as  it  enters  incidentally  into  the 
round  ligament  operations. 

Perhaps  we  may  drop  the  curtain  on  Alexander's 
operation  now  regarded  as  obsolete,  llie  substitute 
operation  once  advocated  by  Ooldspohn,  while  reason- 
ably eflfeetive,  I  would  discard  as  requiring  an  unneces- 
sary amount  of  surgery  for  the  accomplishmoit  of  the 
purpose,  especially  since  this  surgery  might,  in  the  hands 
of  an  unlucky  surgeon,  weaken  the  region  of  both  in- 
guinal canals  and  the  abdominal  rings  and  thus  give 
rise  to  hernia,  to  say  nothing  of  its  increased  danger  of 

1.  Harris,  M.  L. :  A  New  Operation  for  Prolapse  of  the  Uterus. 
The  Journal  A.  M.  A.,  May  14.  1910,  p.  1605. 
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sepsis.  The  various  operations  of  doubling  the  round 
ligaments  on  themselves  or  of  suturing  them  in  front  of 
the  uterus,  although  very  useful  in  their  time,  now, 
in  the  face  of  more  recent  procedures,  appear  to  be  pass- 
ing into  disuse.  They  always  were  open  to  objection  of 
frequent  inadequacy  for  permanent  results. 

Perhaps  without  fear  of  much  contradiction  we  may 
eliminate  from  serious  discussion  all  ligament-shorten- 
ing operations  except  those  which  belong  to  the  most 
recent  era,  an  era  which  began  with  the  operation  of 
Gilliam.  This  operation  has  been  modified  in  technic  by 
Barrett,  myself,  and  others,  and  has  been  somewhat, 
though  perhaps  not  very  materially  improved.  In  addi- 
tion to  the  merit  of  being  anatomic,  and  therefore  sur- 
gical, it  gives  reasonably  permanent  results,  although 
possibly  not  so  permanent  as  the  suspension  operations 
of  Kelly,  already  described,  approved,  and  reluctantly 
laid  aside.  Oilliam,  so  far  as  I  am  aware,  took  the 
longest  step  toward  placing  the  surgical  treatment  of 
retrodisplacements  on  a  scientific  basis.  Just  what  form 
of  this  method  of  supporting  the  uterus  by  drawing  the 
round  ligaments  through  other  structures  and  fastening 
them  there  will  stand  the  final  test  of  experience  against 
all  others,  the  future  must  decide.  The  operation  is  not 
quite  adequate,  however,  inasmuch  as  it  fails  like  all 
others  of  its  kind  to  hold  the  cervix  back  in  its  normal 
location  near  the  hollow  of  the  sacrum,  an  essential  re- 
quirement for  perfection  still  unfilled  by  any  method 
so  far  proposed. 

A  radical  departure  from  the  Gilliam  technic,  although 
not  entirely  different  in  principle,  inasmuch  as  it  passes 
the  round  ligament  through  other  structures,  is  the 
operation  of  drawing  the  round  ligaments  through  the 
broad  ligaments  and  fastening  them  on  the  posterior  wall 
of  the  corpus  uteri.  Clarence  Webster,  I  think,  first 
described  this  operation,  and  therefore  is  entitled  to  the 
credit  of  literarj'  priority.  I  believe  it  was  earlier  per- 
formed by  Frank  Andrews.     It  has  been  successfully 
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championed  by  Baldy.  I  have  perfonned  it  more  fre- 
quently than  any  other  for  several  years,  and  so  far  as 
I  have  been  able  to  observe  results,  am  inclined  to  give 
it  a  great  deal  of  preference.  This  and  otiier  round 
ligament  operations  are  thought  to  be  inadequate  and 
therefore  contraindicated  when  the  ligaments  are  so 
attenuated  as  to  be  incapable  of  giving  much  support 
and  in  such  cases  many  revert  to  the  suspension  opera- 
tion by  adhesion. 

I  think  I  would  favor  this  operation  even  with  an 
attenuated  ligament  inasmuch  as  it  carries  along 
with  the  ligaments  considerable  peritoneum,  which 
becomes  adherent  and  gives  supporting  power.  In  fact, 
the  peritoneal  element  in  posterior  attachment  is  a  most 
significant  factor — almost  as  significant  as  it  is  in  ven- 
tral suspension ;  it  combines  the  advantages  of  ligament 
shortening  with  seroserous  adhesions  and  is  free  from 
danger  of  resultant  obstruction  of  the  bowel  so  much 
feared  in  the  ventral  suspension  and  the  original  Gilliam 
operation. 

The  pessary  recognized  in  former  times  as  being  of 
great  value  has  fallen  into  unmerited  disuse  and  the 
correct  application  of  it  has  become  almost  a  lost  art. 

One  additional  word:  In  this  age  of  dramatic  sur- 
gical achievement  in  the  abdomen,  let  us  remember  that 
our  fathers  of  the  last  generation  developed  plastic  sur- 
gery on  the  vaginal  side  of  the  pelvic  fioor  to  a  surpass- 
ing degree.  Let  us  keep  in  sight  the  fact  that  any 
abdominal  operation,  for  retroversion  or  descent,  how- 
ever well  selected  or  performed,  may  be  of  little  avail 
against  the  counter-influence  of  a  relaxed  pelvic  outlet, 
and  that  good  plastic  work  below  therefore  may  be  indis- 
pensible.  Perhaps  it  is  true  that  the  pioneers  did  better 
plastic  work  that  we  are  doing  now.  It  would  be  inter- 
esting entirely  if  under  the  blinding  influence  of  major 
surgery,  plastic  gj^necology  should  become  a  lost  art. 

100  state  Street. 
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ABSTRACT  OF  DISCUSSION 

ON  PAPEBS   OF  DBS.   OOFFET,  BALDT,  GILUAIC,   SIMPSON,  DX7DLET 

AND  GOLD8POHN,  FOBMIKO  A  SYMPOSIUM  ON  OPE8ATIONS 

FOB  BETBOFLEXIOH  OF  THE  UTEBUS 

Db.  £.  £.  MoNTQOMBBT,  Philadelphia:  It  is  with  consider- 
able hesitation  that  I  speak  when  the  inventors  have  presented 
their  various  operative  procedures.  I  class  myself  as  an 
adjuster  rather  than  an  inventor.  The  number  of  operations 
that  have  been  introduced  for  correcting  and  maintaining  the 
uterus  in  its  proper  position  is  evidence  that  none  of  these 
has  been  exactly  what  was  necessary  in  all  cases,  and  I  would 
not  come  tonlay  to  advocate  any  particular  operation  as  an 
absolutely  sure  cure  in  every  case  that  might  present  itself. 
I  have  lived  long  enough  in  the  profession  to  have  gone  through 
the  various  procedures  that  have  been  devised  from  time  to 
time  for  this  purpose.  I  have,  of  course,  practiced  the  opera- 
tion of  ventrosuspension  and  ventrofixation.  I  had  the  mis- 
fortune in  performing  this  latter  operation  in  one  case  to  have 
a  knuckle  of  intestine  slip  around  the  band  of  adhesion  and 
the  patient  die  as  the  result  of  the  constriction  of  the  intestine. 
This  accident  led  me  in  doing  the  Gilliam  operation  to  oblit- 
erate the  space  on  either  side  in  which  the  intestines  might 
slip  through.  Later  I  utilised  the  procedure  of  Dr.  Simpson 
with  that  of  Dr.  Gilliam  by  making  an  opening  in  the  anterior 
leaflet  of  the  broad  ligament,  threading  the  ends  of  the  ligature 
which  have  been  passed  around  the  round  ligament  into  the 
eye  of  a  Deschamp's  needle  and  have  carried  this  through  the 
broad  ligament  until  it  has  poietrated  the  aponeurosis  as  sug- 
gested by  Gilliam.  I  much  prefer  the  Pfannenstiel  incision,  as 
it  permits  of  greater  exposure  of  the  parts.  This  procedure  also 
enables  us  to  get  directly  down  on  the  site  of  the  round  liga- 
ment. We  are  directly  over  it  and  it  is  under  our  control 
during  the  whole  procedure. 

The  operation  suggested  by  Dr.  Baldy  certainly  does  lift  up 
the  uterus  and  probably  sustains  it  better  than  any  operation 
done  on  the  round  ligaments.  The  objections  are  the  very 
extensive  traumatism  on  the  posterior  surface  of  the  uterus 
and  the  fact  that  it  pulls  out  the  ligaments  from  the  peri- 
toneum, leaving  an  extensive  raw  surface  on  the  posterior 
surface  of  the  ligament  to  which  adhesions  of  the  intestine 
and  rectum  are  likely  to  occur.  I  have  had  the  opportunity 
to  operate  on  one  of  the  patients  who  had  passed  through 
the  hands  of  Dr.  Baldy  and  found  that  this  condition  existed, 
drawing  back  the  utorus  after  an  operation  had  been  done. 
This  modification  makes  a  fibrous  band  of  the  musculature 
which  is  effectual  in  maintaining  the  uterus  in  a  forward  posi- 
tion. The  uterosacral  ligaments  are  much  like  the  Arctic 
circle — an  imaginary  line.  They  have  been  completely  oblit- 
erated by  the  conditions  which  have  led  to  the  sinking  down 
of  the  uterus  and  are  consequently  of  little  effect.    The  pro- 
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cedure  suggested  by  Coffey  of  utilizing  the  peritoneum,  bring- 
ing about  extensive  adhesions  of  the  peritoneum,  serres  a  most 
efficient  purpose.  Here  the  uterus  is  held  up  by  adhesions  and 
consequently  the  cervix  drawn  backward  and  upward  and  in 
that  way  the  displacement  is  overcome. 

Dr.  J.  B.  MuBPHT,  Chicago:  I  address  you  in  this  discussion 
as  fellow  gynecologists,  because  it  is  all  surgical,  and  all  of 
the  gynecologists  are  going  to  become  general  surgeons.  In 
the  question  of  retrodisplacement  we  have  important  prob- 
lems. The  position  in  which  the  uterus  arrives  at  the  physi- 
cian's office  is  in  one  of  the  two,  three  or  four  d^^rees  of  dis- 
placement into  which  we  usually  subdivide  them.  Those  who 
have  lived  through  the  pessary  period  and  know  the  great 
relief  that  the  patient  receives  when  the  uterus  is  held  forward 
with  a  pessary,  put  in  intelligently,  know  the  relief  that  can 
be  obtained  from  replacement,  when  you  do  not  do  additional 
damage  to  the  patient  by  its  improper  insertion.  I  say  that 
after  a  considerable  *clinical  experience.  In  the  attempt  to 
relieve  the  displacement  by  many  of  the  operations,  and  in 
some  of  the  patients  by  all  of  the  operations,  the  treatment 
leaves  the  patient  worse  than  when  it  was  begun.  Just  why 
this  is  true  we  do  not  know,  but  we  know  it  occurs.  There- 
fore, in  deciding  on  the  operation  we  must  individualize  as 
to  anatomic  conditions  present,  taking  note  of  the  degree  of 
displacement,  the  construction  of  the  patient's  pelvis,  and  of 
the  supports  which  we  are  able  to  appropriate  for  the  retention 
of  the  uterus. 

In  the  relief  of  displacements  by  anterior  fixation  to  the 
abdominal  wall,  which  I  was  supposed  to  discuss,  I  must  sa}^ 
this,  that  I  made  the  ventral  fixation  for  a  number  of  years 
in  the  majority  of  operations.  In  a  considerable  percentage 
of  cases  the  patients  had  three  causes  of  complaint  against 
me:  (1)  When  the  patient  sneezed  she  had  to  grab  her 
abdomen  because  of  the  pain  caused  by  the  traction;  (2)  when 
she  jumped  from  a  street  car  or  carriage  there  was  a  sensation 
of  tension  or  of  pain;  (3)  finally,  elongation  took  place  and 
the  uterus  returned  to  the  previous  position.  In  the  evolution 
of  the  displacement,  whether  it  is  immediate,  following  a 
severe  injury  or  strain,  or  whether  it  is  gradual,  where  do 
you  find  the  uterus  in  the  third  degree?  Down  in  Douglas* 
pouch  with  the  intra-abdominal  pressure  on  the  anterior  wall. 
Where  are  your  round  ligaments  running?  If  you  examine 
the  patients,  and  particularly  the  thin  ones,  you  will  find  in 
the  superlative  degree  of  displacement,  if  you  are  going  to  ap- 
propriate the  round  ligament  to  the  support  of  the  uterus 
without  changing  its  attachment,  that  you  have  another  ele- 
ment to  contend  with — ^the  round  ligament,  normally  situated 
high  up  and  near  the  corner  of  the  uterus,  has  worked  down 
one  and  a  half  inches  to  the  line.  So  that  you  have  lost  your 
leverage  support   from  its   position.     The  round  ligament,  I 
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consider,  is  the  balancing  cord  of  the  uterus.  It  carries  none 
of  its  weight,  simplj  balances  it,  and  the  weight  is  carried 
from  below.  The  most  natural  thing  in  its  restoration  would 
be  to  put  the  weight  where  it  was  before;  but  the  weight 
remains,  except  that  it  is  resting  on  the  floor  of  Douglas' 
pouch. 

I  use  the  round  ligament  for  restoration  in  cases  in  which 
there  is  a  comparative  degree  of  displacement.  Recurrence  is 
more  frequent  than  agreeable,  but  I  believe  there  is  less  dis- 
comfort to  the  patient  than  with  the  fixation.  In  the  super- 
lative degree  of  displacement  I  have  followed  another  line  of 
treatment.  In  a  case  of  procidentia  if  you  will  make  an 
incision  in  the  Pfannenstiel  line  down  to  the  rectus  muscle,  then 
split  the  rectus  muscle  in  a  line  parallel  to  its  long  axis;  draw 
out  the  uterus  and  cut  off  the  round  and  broad  ligaments 
down  to  the  cervico-corporeal  junction,  then  split  the  uterus 
parallel  to  the  long  axis  of  the  body  down  to  the  cervix,  turn 
out  the  lateral  flaps,  remove  the  mucosa  of  the  tube  and  uterus 
down  to  the  cervix,  then  sew  the  uterus  to  the  external  sur- 
face of  the  sheath  of  the  recti  after  uniting  the  peritoneum 
and  the  aponeurosis  of  the  rectus  up  around  the  cervico-cor- 
poreal margin  of  the  uterus,  it  will  then  hold  the  bladder  and 
the  rectum  up  as  long  as  the  patient  lives. 

Db.  H.  J.  BoLDT,  New  York:  We  have  traveled  through  a 
veritable  jungle  of  surgical  interventions  for  the  cure  of  dis- 
placements of  the  uterus,  particularly  posterior  displacement. 
We  might  believe — ^judging  entirely  from  what  has  been  said, 
with  the  exception  of  the  last  speaker.  Dr.  Murphy,  who  paid 
attention  to  other  than  surgical  intervention — that  perhaps 
there  is  no  other  method  than  surgical  intervention.  More- 
over, judging  from  the  number  of  operations  which  have  been 
reported,  off  and  on,  for  displacement  of  the  uterus,  it  would 
seem  that  every  woman  who  has  a  retrodisplacement  of  the 
uterus  must  have  been  subjected  to  a  surgical  intervention  for 
the  relief  of  that  displacement.  We  must  bear  in  mind  that 
so  far  as  the  symptoms  are  concerned,  caused  by  a  posterior 
displacement,  they  very  seldom  are  caused,  except  from  a 
mechanical  interference  with  the  functions  of  the  pelvic  organs. 
Symptoms  are  usually  caused  by  complications.  When  symp- 
toms occur  from  a  mechanical  cause  we  need  not  at  once 
resort  to  the  opening  of  the  abdomen.  In  that  class  of  cases 
I  believe  the  great  number  of  patients  can  be  treated  effectu- 
ally by  the  use  of  a  pessary,  applied  with  common  sense. 
There  are  a  few  isolated  cases  in  which  a  pessary  will  not 
relieve  such  conditions.  In  cases  in  which  the  fundus  of 
the  uterus  tips  over  the  upper  part  of  the  pessary,  and  in  that 
class  of  cases  alone,  we  should  consider  the  desirability  of 
surgical  intervention.  I  believe,  notwithstanding  what  has 
been  said,  that  the  ideal  operation  is  the  Adams -Alexander 
operation,  through  the  inguinal  canal,  provided  that  there  is 
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no  downward  displacement.  The  moment  we  have  descensun 
the  operation  is  absolutely  worthless.  So  far  as  intraperi- 
toneal operations  are  concerned,  they  are  indicated  only  in 
the  presence  of  complications  with  the  adnexa,  when  we  have 
an  adherent  retroflexion. 

All  the  argument,  all  the  speaking  done  here,  will  have  no 
effect  on  any  of  the  men  who  have  devised  operations.  The 
matter  is  one  of  personal  equation.  I  believe  there  are  merits 
in  all.  There  are  so  many  roads  that  lead  to  Rome  we  may 
have  the  boaefit  of  any.  My  personal  experience  has  led  me  to  - 
believe  that  the  operation  devised  by  Dr.  Gilliam  is  the  most 
satisfactory. 

Db.  J.  H.  Cabsteits,  Detroit:  It  seems  to  me  that  Dr. 
Boldt  has  struck  the  keynote.  When  I  was  a  young  man  I 
had  a  patient  with  retroversion.  I  had  been  graduated  at  a 
period  when  there  was  a  great  cry  against  pessaries.  So, 
of  course,  I  did  not  use  a  pessary — thought  they  were  injurious 
— and  I  treated  the  woman  on  general  principles.  She  evi- 
dently was  a  great  sufferer.  She  ceased  coming  to  my  office 
and  the  next  thing  I  heard  was  that  she  had  gone  to  a  woman 
physician  who  had  examined  her  and  said  she  had  a  retro- 
flexed  uterus.  She  put  in  a  pessary  and  cured  her.  I  have 
found  since  then,  as  Dr.  Boldt  has  said,  that  there  are  cases 
in  which  pessaries  are  valuable;  for  instance,  in  those  cases 
shortly  after  conflnement  in  which  the  uterus  is  large  and 
heavy.  Other  cases  are  those  of  young  girls  and  sometimes 
of  married  women..  It  occurs  to  me  that  if  there  are  adhesions 
and  you  have  to  open  the  cul-de-sac,  you  might  as  well  open 
it  anteriorly  and  find  out  what  is  necessary  to  do  rather  than 
to  perform  the  Alexander  operation.  The  patients  who  require 
only  pessary  treatment  and  who  have  simple  retroversions 
that  produce  no  symptoms  I  do  not  see.  The  kind  of  cases  we 
see  are  complicated  cases  in  which  we  must  do  exploratory 
abdominal  section.  In  one  case  I  may  take  out  a  tube  and 
ovary.  In  many  of  these  cases  I  sew  the  stump  in  the  lower 
abdominal  incision,  and  even  in  patients  subsequently  preg- 
nant no  trouble  has  been  experienced.  In  some  of  these  cases 
I  do  an  operation  such  as  Dr.  Handler  does.  Sometimes  one  is 
good;  sometimes  another. 

Db.  C.  W.  Barrett,  Cliicago:  Fellow  surgeons — I  say  that 
because  a  great  gynecologist  is  something  of  a  special  surgeon, 
and  not  because  every  surgeon  is  a  great  gynecologist — we 
have  had  a  great  feast  showing  what  the  round  ligaments  and 
the  false  ligaments  can  do  in  the  correction  of  retrodisplace- 
ment.  If  I  remember  aright  there  was  another  great  feast  at 
which  there  appeared  certain  handwriting  on  the  wall,  which 
translated,  I  believe,  meant,  "Weighed  in  the  balance  and 
found  wanting."  That  applies  to  a  number  of  the  operations 
spoken  of  here  for  retrodisplacement.  The  soundest  principles 
have  been  laid  down  by  Dr.  Groldspohn.     His  is  the  operation 
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of  safety.  Ventrosuspension  and  ventrofixation  were  formerly 
the  excuses  you  could  offer  the  patient  for  making  a  vivisec- 
tion, for  studying  anatomy  and  living  pathology,  and  they 
have  had  a  wonderful  place,  hut  they  are  dead  operations. 
The  satisfaction  that  each  person  has  felt  in  an  operative 
procedure  only  shows  how  easily  we  are  satisfied,  and  this 
is  the  chief  thing  in  the  way  of  progress.  We  must  have  the 
very  best  thing  that  can  be  offered,  for  the  best  is  none  too 
good.  Whatever  operation  we  choose  must  follow  certain 
definite  principles.  It  must  be  not  complicated.  It  must  be 
safe,  immediately  and  remotely  safe.  It  must  allow  inspection 
and  correction  of  conditions  in  the  abdomen.  Next,  it 
must  use  normal  ligaments  instead  of  false  ligaments.  Gold- 
spohn  has  laid  this  down  definitely.  It  must  have  the  best 
part  of  a  ligament  instead  of  the  poorest  part,  because  there 
is  a  better  and  a  poorer  part  of  the  round  ligament.  Next, 
it  must  use  the  natural  ligaments  and  place  them  normally. 
It  must  not  sew  up  the  roimd  ligaments  and  run  them  any- 
where. I  do  not  condemn  Dr.  Gilliam  for  proposing  that,  but 
it  is  an  evil  of  ventrosuspension  that  it  runs  ligaments  from 
the  peritoneal  space.  An  operation  to  stand  the  test  must 
meet  these  requirements.  Such  an  operation  will  stand  the 
double  test  of  pregnancy.  I  thought  at  one  time  that  I  had 
devised  such  an  operation.  I  had  full  possession  of  that 
thought  for  two  years.  Then  I  had  to  share  the  matter  with 
Charles  Mayo.  In  another  year  I  think  I  shall  have  no  con- 
nection with  it  at  all. 

Db.  H.  O.  Mabcy,  Boston:  Many  years  ago  I  thought  I 
knew  something  of  this  operation.  I  had  studied  hernia  with 
a  great  deal  of  care;  therefore  I  thought  I  knew  all  about  the 
Alexander  operation.  I  welcomed  it.  I  did  it.  I  thought  I 
knew  my  anatomy.  I  failed.  I  discredited  it.  To-day  I  take 
the  position  largely  of  Dr.  Montgomery.  We  must  be  guided 
by  the  different  factors.  First  of  all,  if  we  can  restore  a 
patient  by  a  well  adjusted  pessary,  it  is  prima  facie  evidence 
that  operations  from  below  may  cure.  When  they  fail  it 
must  be,  I  think,  an  operation  from  above.  That  operation, 
several  men  have  said,  must  be  laparotomy,  and  that  gives  you 
the  inspection  as  Dr.  Carstens  has  said  and  the  knowledge  of 
the  various  factors  with  which  one  must  deal.  Then,  after 
doing  all  sorts  of  operations  on  the  ligaments,  in  a  general 
way,  I  have  operated  for  quite  a  number  of  years — trans- 
planting the  round  ligaments  a  little  higher,  making  a  new 
inguinal  canal,  reproduced  to  the  normal  pattern— for  it  is 
a  congenital  defect.  The  peritoneum  must  be  so  infolded  that 
raw  surfaces  are  not  left  within  the  abdominal  cavity. 

Db.  W.  H.  Wathen,  Louisville:  If  once  a  surgeon  begins 
to  treat  these  patients  each  on  the  same  principle  he  will 
never  be  successful.  Each  patient  must  be  treated  as  an 
individual  case  and  the  existing  pathologic  conditions  must 
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be  met.     You  hear  a  great  deal  said  about  shortening^    the 
round  ligaments,  the  utero-sacral  ligaments,  and  the  various 
structures,  to  hold  the  uterus  in  position.     It  has  never    yet 
been  demonstrated  what  does  normally  hold   the   uterus     in 
place.     We   do   know  that  there  are  structures    above     the 
perineal  floor  and  there  are  structures  below  the  uterus  that 
participate  in  this,  and  whenever  you  find  a  defect  in    the 
structures  you  must  treat  such  defect  as  encoimtered.    I  have 
performed  nearly  all  the  operations  discussed  to-day  because 
in  my  line  of  work  I  have  had  a  relatively  large  experience, 
and  I  have  found  less  trouble  and  better  results  by  anterior 
suspension.    I  have  had  no  trouble  following  pr^^ncy.     As 
Dr.  Dudley  has  remarked,  if  in  a  case  of  retrodisplacement  you 
perform  any  or  all  of  the  operations  for  the  cure,  yet  do  not 
repair  the  pelvic  floor  and  suspend  or  elevate  the  bladder,  you 
will  never  secure  permanent  success.    If  you  make  an  anterior 
suspension  in  women  not  past  the  childbearing  period  by  one 
suture  only,  and  then  build  up  the  pelvic  floor  and  bladder  wall 
you  will  have  success.    If  the  woman  is  past  the  child-bearing 
period,  then  make  a  firm  anterior  fixation  instead  of  a  sus- 
pension, and  if  the  uterus  is  too  large  amputate  a  large  por- 
tion of  the  cervix,  unite  the  vagina  to  the  stump  of  the  cervix 
and  at  the  same  time  repair  the  pelvic  floor,  and,  if  needed, 
separate  the  anterior  wall  of  the  vagina  from  the  bladder, 
elevate  it  by  an  approved  method  and  then  do  a  uterine  sus- 
pension or  fixation  as  indicated  by  the  age  condition  of  the 
patient. 

I  often  perform  the  Gilliam  operation,  or  some  of  its  modi- 
fications, but  I  have  never  had  any  complication  following 
anterior  suspension  of  the  uterus  and  I  have  performed  the 
operation  several  hundred  times. 

Db.  G.  Betton  Masset,  Philadelphia:  I  wish  to  emphasize 
the  true  cause  of  the  displacement,  which  seems  to  have  been 
overlooked  by  those  who  have  spoken.  The  pathologic  condi- 
tion is  not  the  displacement;  it  is  the  morbid  condition  of  the 
uterus,  the  chronic  inflammation  of  the  uterus.  Proof  of  that 
is  found  in  the  very  large  number  of  retroflexions  that  present 
no  symptoms.  This  is  shown  also  by  the  fact  that  many  such 
patients  in  whom  the  diseased  condition  of  the  uterus  has 
been  cured,  without  complete  rectiflcation  of  the  flexion,  cease 
to  have  symptoms.  With  an  experience  of  twenty  odd  years  in 
the  treatment  of  these  cases  of  retroflexion  I  have  never  yet 
come  across  a  single  patient  in  whom  the  normal  movable 
condition  of  the  uterus  needed  to  be  destroyed  by  a  fixation. 
I  protest  against  all  the  operations  described,  and  consider 
each  and  every  one  based  on  a  misconception  of  the  pathologic 
condition.  It  is  now  universally  conceded  that  inflammation  is 
due  to  germs  and  not  to  mechanical  conditions. 

Db.  Geoboe  Gellhobn,  St.  Louis:  The  multiplicity  of  these 
operations  forces  me  to  the  conclusion  that  none  of  them  is 
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ideal  and  applicable  in  all  cases.  But  how  is  the  gynecologist 
who  has  not  had  the  (mginality  to  invent  a  method  of  his 
own,  or  who  has  not  enough  material  to  test  all  these  methods, 
to  choose  the  one  he  shall  use  in  the  individual  case?  Granted 
that  all  the  claims  made  for  the  various  methods  are  justified, 
namely,  that  they  do  not  interfere  with  the  functions  of  the 
genital  organs,  and  that  they  are  not  any  more  dangerous  than 
the  disease  itself,  I  think  there  are  certain  principles,  the 
consideration  of  which  will  help  us  to  limit  the  methods  from 
which  we  may  choose.  In  a  case  of  retroflexion  during  the 
reproductive  age  I  would  avoid,  first,  any  operation  which 
fixes  the  uterus  in  an  abnormal  position.  Examples  of  such 
are  ventrofixation  and  ventrosuspension.  Second,  I  would 
avoid  any  operation  which  deprives  me  of  the  sense  of  sight. 
There  is  no  living  man  who  is  able  to  determine  by  bimanual 
examination  in  every  case  before  the  operation  the  absence  of 
delicate  adhesions  or  of  minor  pathologic  complications  about 
the  tubes  and  ovaries,  and  if  he  does  an  operation  of  the  Alex- 
ander or  Goldspohn  types,  he  deprives  himself  of  the  oppor- 
tunity of  freeing  adhesions.  Third,  in  an  operation,  as  Dr. 
Barrett  has  pointed  out,  in  which  the  round  ligaments  are 
used,  I  would  try  to  use  the  better  part  of  these  ligaments. 
In  some  of  these  operations  the  weak  part  is  still  left  to  do  the 
work  of  holding  up  the  uterus.  Fourth,  I  would  avoid  any 
operation  which  utilizes  ligaments  which  have  a  very  unim- 
portant part  in  holding  the  uterus  in  place,  and  which  are 
much  too  weak  to  do  it.  These  are  the  objections  to  the  Bove6 
type  of  operation,  in  which  the  utero-sacral  ligaments  are 
utilized.  They  are  much  too  small  to  hold  the  uterus  forward 
ordinarily,  and  if  we  find  in  a  patient  thickened  and  shortened 
utero-sacral  ligaments  we  have  to  treat  that  condition  because 
it  produces  distressing  symptoms.  In  methods  of  this  kind  we 
produce  artificially  a  condition  which  we  are  often  called  on 
to  treat.  The  observation  of  these  four  principles  will  help 
us  to  limit  our  choice  and  I  believe  that  of  the  numerous 
methods,  only  part  of  which  have  been  mentioned  here,  there 
will  be  hardly  more  than  two  or  three  that  will  answer. 

Db.  Henbt  T.  Bttobd,  Chicago:  The  strong  end  of  the 
round  ligament  is  in  the  inguinal  canal.  Those  who  have  per- 
formed the  Alexander  operation,  know  that  they  have  to  cut 
some  fascial  attachments  in  the  inguinal  canal  which  give 
firmer  support  than  the  intraperitoneal  muscular  part,  which 
is  not  a  direct  support;  it  is  a  balancer.  If  we  want  to  sus- 
pend the  uterus  we  had  better  eliminate  the  intraperitoneal, 
muscular  portion,  and  depend  on  the  other.  This  is  what  is 
done  in  the  Baldy  operation.  In  the  majority  of  cases  we 
do  not  want  actually  to  suspend  the  uterus,  we  merely  want 
a  balancing  action.  Nature  has  experimented  on  woman  for 
many  years  and  knows  how  to  hold  up  the  uterus.     Those 
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operations  which  imitate  Nature  by  making  use  of  a  new 
canal,  or  the  old  one,  must  be  right  in  principle. 

Db.  J.  M.  Baldt,  Philadelphia:  I  feel  a  bit  concerned  that 
a  general  surgeon  should  speak  of  taking  us  in.  For  a  con- 
siderable time  the  gynecologists  have  been  attempting  to 
educate  the  general  surgeons,  but  having  so  ignominiously 
failed  I  feel  that  probably  we  had  better  go  to  them  and 
learn  general  surgery,  as  suggested  by  Dr.  Murphy.  The 
pessary  was  not  discussed  in  my  paper  because  I  was  not 
asked  to  discuss  that  subject.  I  see  pessaries  used  in  only 
two  kinds  of  cases,  and  I  can  come  to  but  one  conclusion — that 
nobody  in  the  East  knows  how  to  use  them — ^for  it  has  been 
said  on  the  floor  that  there  are  good  ways  of  employing  them. 
The  two  classes  of  patients  who  come  to  me  with  pessaries  are 
those  with  perfectly  normal  anteriorly  displaced  uteri  which 
need  nothing  and  the  patients  have  been  made  sick  because 
some  fool  doctor  has  put  a  pessary  in,  and  secondly,  the  patients 
with  prolapse  in  which  a  pessary  is  of  no  use.  Consequently  I 
feel  that  nobody  in  the  East  knows  how  to  use  them,  barring 
New  York,  and  I  intend  to  make  a  special  trip  to  New  York 
to  see  whether  they  are  correctly  used  there.  The  ability  seems 
to  be  confined  to  the  West  or  .to  the  Middle  West,  to  Chicago 
principally.  The  evils  of  a  procedure  that  any  one  has  ever 
tried  are  always  exhibited  when  we  come  to  a  discussion  of 
technic.  I  shall  not  bore  the  Section  with  a  discussion  of  the 
weak  end  of  the  round  ligament,  because  I  showed  by  the 
model  this  morning  how  useless  is  that  portion  of  the  round 
ligament  in  this  operation.  But  I  am  going  to  lunch  with 
Dr.  Gellhom  and  I  shall  convince  him  of  his  wrong  position 
by  showing  him  by  the  model  that  that  end  of  the  ligament 
is  not  used  at  all  in  the  operation. 

Dr.  D.  Tod  Gilliam,  Columbus,  O.:  The  only  criticism 
made  of  the  operation  which  I  have  devised  is  that  it  leaves 
bands  in  the  peritoneal  cavity  which  are  liable  to  produce 
obstruction  of  the  bowels.  "The  proof  of  the  pudding  is  the 
eating  thereof."  For  ten  long  years  or  more  this  operation 
has  been  performed  thousands  of  times  by  hundreds  of  dif- 
ferent operators  and  there  has  never  been  a  case  of  obstruc- 
tion of  the  bowels. 

De.  F.  F.  Simpson,  Pittsburg:  I  think  we  all  recognize 
the  fact  that  there  are  many  displacements  of  the  uterus 
that  require  no  treatment  and  that  many  others  are  corrected 
by  the  pessary.  There  are  many  others  in  which  some  coinci- 
dent disease,  cardiac,  renal,  pulmonary,  thyroid  or  other  dis- 
ease, contraindicates  any  type  of  operation  for  any  purpose. 
In  such  cases  benefit  is  obtained  from  the  use  of  the  pessary. 
The  work  of  Drs.  Reynolds,  Goldthwaite  and  others  has  shown 
the  importance  of  examination  of  the  sacroiliac  joint  before 
the  treatment  of  displacement  by  any  method  is  to  be  con- 
sidered.    In  reference  to  the  employment  of  other  operations 
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than  those  devised  by  the  individual  operator,  I  have  used  and 
am  constantly  using  parts  of  operations  of  different  types  and 
expect  to  continue  to  do  so. 

Db.  a.  Goldspohn,  Chicago:  Dr.  Coffey  makes  several 
assumptions  that  are  fundamentally  wrong:  (1)  He  assumes 
that  all  abdominal  as  well  as  pelvic  organs  are  held  in  their 
places  chiefly  by  their  peritoneal  mesenteric  supports.  The 
truth  is  that  the  abdominal  walls  hold  the  abdominal  organs 
chiefly,  as  we  soon  find  out  when  these  walls  are  defective. 
On  the  other  hand,  the  uterine  supports  have  either  connective 
tissue  or  muscle  in  them  in  addition  to  the  peritoneum.  The 
free  expansion  of  pelvic  tumors  shows  that  peritoneum  holds 
not  much  better  than  skin.  (2)  That  two  layers  of  stomach 
or  intestinal  wall  may  unite  and  form  one  layer  permanently, 
does  not  prove  that  the  same  will  be  true  of  the  broad  and 
round  ligaments  about  the  uterus,  which  are  subject  to  the 
phenomenal  and  entirely  peculiar  changes  incident  to  gestation 
and  parturition,  which  does  not  apply  to  intestines,  etc.  In 
secondary  laparotomies  I  have  repeatedly  seen  all  such  plica- 
tions and  foldings  of  broad  and  round  ligaments  completely 
wiped  out  without  leaving  a  trace  of  the  former  work,  after  an 
intervening  childbirth.  In  retroversion  cases,  the  displacement 
had  nearly  always  recurred.  That  the  proposed  plications  of 
broad  ligaments  proposed  by  Dr.  Coffey  do  give  way  as  above 
stated,  is  shown  by  his  declaration  that  the  involved  round 
ligaments  disentangle  themselves  later,  and  assume  their  usual 
course.  This  they  could  not  do  without  the  giving  way  of  the 
broad  ligament  plications.  The  doctor  practically  constructs 
two  connected  links  of  a  chain,  and  then  claims  that  they 
become  separated  without  either  one  of  them  being  broken. 
The  operations  devised  by  Drs.  Webster,  Baldy,  Ries  and  a 
number  of  others  for  retroversion,  are  inferior  as  to  stability, 
because  they  depend  on  the  tapering,  feeble  outer  ends  of  the 
round  ligaments  to  do  holding,  which  they  cannot  do  because 
of  their  feebleness  and  because  of  their  course  in  areolar  tissue 
extraperitoneally  before  entering  the  inguinal  canals.  I  have 
practiced,  for  some  years  past,  median  section  with  removal 
of  the  appendix  and  other  explorations,  and  have  corrected 
retroversions  in  a  small  number  of  cases  by  shortening  the 
sacro-uterine  ligaments;  in  others  by  transplantation  of  the 
round  ligaments  into  the  abdominal  walls,  by  several  of  the 
different  methods,  chiefly  by  a  modified  Gilliam  operation,  in 
which  the  uterus  is  drawn  up  more,  so  that  it  comes  in  contact 
with  the  abdominal  wall,  and  the  utero- vesical  space  becomes 
quite  effectively  shut  off  from  the  entrance  of  the  small 
intestine.  The  theoretical  arguments  about  intestinal  stran- 
gulation, etc.,  do  not  apply  to  this  form  of  the  operation  at 
least,  of  which  I  have  over  600  that  are  fully  two  years  old, 
and  without  any  such  disaster,  or  any  difliculty  in  child-birth 
occurring. 
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ENTEROPTOSIS,  WITH  SPECIAL  REPEBENCE 
TO  ITS  ETIOLOGY  AND  DEVELOPMENT 

AND    RBMABK8    ON    THE    RESULTS    OF    EXAMINATION    OF 

FOUB    HUNDRED   WOMEN    WITH    REFERENCE    TO 

THIS  CONDITION  * 


RICHARD  R.  SMITH,  M.D. 

GRAND  BAPIDS,  MICH. 


The  literature  dealing  with  enteroptosis  is  a  most 
voluminous  one  and  I  shall  attempt  nothing  but  a  brief 
review  of  it.  The  subject  is  so  unusually  complex  and 
presents  so  many  different  phases  that  it  has  led  to  much 
theoretical  discussion^  much  of  which  has  proven  to  be 
of  little  value.  Our  real  advance  and  the  best  papers 
have  come  from  those  who  have  based  their  opinions  on 
actual  observations. 

To  G16nard/  who  in  1885  published  his  paper  which 
to-day  is  a  classic,  belongs  the  credit  of  calling  the  atten- 
tion of  the  profession  to  the  existence  of  this  condition. 
G16nard  believed  that  the  whole  trouble  came  from  a 
sinking  of  the  hepatic  flexure  of  the  colon.  From  this 
conception  he  built  a  most  elaborate  theory,  which  we 
know  to-day  has  but  little  on  which  to  stand.  G16nard, 
however,  recognized  the  type  of  individual  in  which  en- 
teroptosis was  found  and  his  description  of  it  remains 
a  classical  one. 

For  five  years  after  this  the  discussion  remained  con- 
fined   to   the    French   literature.     In    1890,   however, 

1.  Gl^nard:  AppUcation  de  la  m^thode  naturelle  k  Tanalyae  de 
la  dyspepsle  nerveuse :  d^termlDation  d'une  esp^ce,  Lyon  m^d.,  1S85, 
xlvlil,    492. 
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Fig.  1. — Typical  enteroptotlc  figure.  Fairly  well -nourished.  Blna- 
cular  suflSciency  poor.  Thorax  depth  17  cm.,  width  17.5  ( !),  index 
94.5  (  !),  height  153  cm.  (5  ft.),  weight  04  Iha.  Right  Iddney 
palpable;  lower  pole  of  stomach  below  umbilicus  (gas).  Pain  In 
right  side,  well-marlced  neurasthenia.  Note  small  size  of  thorax 
as  compared  with  pelvis ;  small,  long  waist. 
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Fig.  2. — Enteroptotic  figure  of  very  marked  degree.  Biarked 
111  nutrition ;  marked  muscular  insuflBciency.  Thorax  depth  18  cm. 
(!).  waist  breadth  20  cm.,  index  97  (  !),  height  147%  cm.  (4  ft.. 
10  in.),  weight  74  lbs.  Palpable  right  kidney,  lower  pole  of  stomach 
In  peWis  and  very  marked  prolapse  of  colon  (d^ray).  Marked 
digestive  disturbance,  extreme  and  apparently  hopeless  neuras- 
thenia. Note  slenderness  of  form,  extremely  poor  nutrition,  marked 
lack  of  lumbar  lordosis,  rounding  of  shoulders  (but  fairly  sufficient 
anterior  abdominal  walls),  also  smallness  and  collapse  of  chest, 
downward  slant  of  lower  ribs  and  long  neck. 
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Ewald/  in  a  thoughtful  and  conservative  article, 
brought  the  matter  before  the  Oerman  profession.  He 
gave  G16nard  credit  for  his  discovery,  but  criticized 
many  of  his  conclusions. 

Stiller,*  in  1896,  pointed  out  the  hereditary  character 
of  the  condition  and  elaborated  his  floating  tenth  rib 
idea,  which  is  often  cited  to-day.  The  profession  has 
not  verified  the  close  association  which  Stiller  seems  to 
have  found  between  enteroptosis  and  a  floating  tenth 
rib,  but  is  inclined  to  look  on  it  as  an  anomaly  often 
occurring,  to  be  sure,  in  the  habitus  enteroptoticus,  but  as 
well  in  other  individuals  and  of  too  uncertain  a  con- 
nection to  place  much  stress  on.  Stiller's  two  articles, 
however,  reflect  a  most  careful  study  and  observation, 
and  his  work  will  always  stand  preeminent  in  the  his- 
tory of  enteroptosis. 

Perhaps  the  next  most  notable  piece  of  work  done 
was  that  of  Mathes,*  who,  although  particularly  inter- 
ested in  the  mechanical  conditions  leading  to  prolapse, 
gives  a  most  excellent  description  of  the  habitus  enter- 
optoticus and  the  body  form  and  calls  particular  atten- 
tion to  the  general  nature  of  the  trouble.  Mathes'  article 
is  also  based  on  four  years  of  study  and  observation 
and  marks  a  distinct  advance  in  the  study. 

An  article  by  Albu*  last  year  repeats  and  endorses 
much  of  what  Mathes  has  said  and  is  an  excellent  and 
useful  piece  of  work.  Albu  has  apparently  fallen  into 
error,  however,  when  he  concludes  that  because  the 
kidneys  and  livers  of  a  large  number  of  new-bom  infants 
are  palpable,  the  visceral  prolapse  itself  is  congenital 
and  exists  from  childhood  up.     To  this  Butler,  in  a 

2.  Ewald,  C.  A. :  Ueber  Enteroptose  and  Wandemlere.  Berl. 
kiln..  Wchnschr..  1890.  xxvl.  277.  304. 

8.  Stiller,  B. :  Ueber  Enteroptose  Im  Llchte  elnes  neuen  Stigma 
Nenrasthenlcum,  Arch.  f.  YerdantingBkr.,  1896.  U,  285;  Die  Lehre 
▼on  der  Enteroptose  nnd  NerrOsen  Dyspepele  anf  Gmnd  des  Costal- 
stigmas,  Berl.  kiln.  Wchnschr.,  1899,  xxxrl,  742. 

4.  Mathes,  P. :  Ueber  Enteroptose,  nebst  Bemerknngen  Qber  die 
DrnckYerhfiltnlsse  Im  Abdomen.  Arch.  f.  Gynftk.,  1906.  Ixzyli,  No. 
2,  357. 

5.  Albn :  Die  Bewertnng  der  Vlsceralptose  als  Konstltntlons- 
anomalle.  Berl.  kiln.  Wchnschr..  1909.  xIyI,  289. 
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paper  based  on  a  study  of  155  children,  has  called 
attention. 

An  article  by  Martin,*  of  Chicago,  and  one  by  Victor' 
are  well  worthy  of  citation,  since  they  reflect  a  belief 
that  the  condition  points  to  an  arrest  in  the  develop- 
ment of  the  embryo  or  a  reversion  to  a  lower  type. 

My  own  interest  in  the  subject  began  some  five  years 
ago  and  was  considerably  stimulated  by  Mathes'  aiticle. 
I  began  examining,  as  a  matter  of  routine,  whenever 
practicable,  the  women  who  came  to  me.  Most,  but  not 
all  of  them,  presented  symptoms  referable  to  the  pelvis 
or  abdomen.  I  have  examined  formally  over  400  such 
women  and  casually  many  more.  After  the  usual  pelvic 
and  abdominal  examinations,  the  weight,  height,  amount 
and  condition  of  adipose  and  muscular  tissue  were  noted 
and  the  form  of  the  thorax  and  abdomen.  I  then  obtained 
the  index  of  Becher  and  LenhofE  and  sought  to  palpate 
the  kidneys.  In  the  standing  position,  the  form  of  the 
trunk,  back  and  abdomen  were  observed  and  with  the 
pelvimeter  the  depth  of  the  chest  at  the  end  of  the 
sternum  and  the  width  at  the  waist  line  were  measured. 
I  noted  also  the  epigastric  angle  and  the  downward  slant 
of  the  lower  ribs.  Lastly,  the  stomach  was  dilated  and, 
in  a  prone  position,  its  lower  border,  as  obtained  by  this 
method,  was  recorded.  In  a  considerable  number 
photographs  were  obtained  or  other  special  examinations 
made.  The  mass  of  figures  obtained  became  long  since 
rather  unwieldy  and  of  but  moderate  value  for  statis- 
tical purposes.  The  study,  however,  has  been  a  most 
interesting  one  and  has  yielded  much  that  has  been  of 
value  to  me.  Above  all,  it  has  served  to  give  moie 
accurate  information  as  to  the  relationship  existing 
between  the  various  phenomena  presented  by  the  con- 
dition under  discussion.    In  many  phases  of  the  matter, 

6.  Martin,  F.  H. :  Visceral  Prolapse :  Some  New  Point!  in 
Etiology,  Surg.,  Gynec.  and  Obst.,  1908,  vll,  638. 

7.  Vietor,  Agnes  C. :  Introduction  to  the  Study  of  the  Funda- 
mental Cause  of  Splanchnoptosis — ^Abdominal  Incompet^ice ;  A 
Developmental  Factor,  Boston  Med.  and  Surg.  Jour.,  1906,  civ,  189. 
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as  iu  those  that  have  been  the  special  subject  of  this 
inquiry,  I  realize  there  is  still  much  hard  work  to 
be  done.  The  problems  presented  are  most  intricate, 
and  I  believe  that  little  real  advance  will  ever  be  made 
in  them  by  theorizing  or  speculation. 

The  ir-ray  played  a  considerable  part  in  my  earlier 
study.  With  Dr.  Henry  Hulst,"  under  the  bismuth  meal 
and  the  rr-ray  method,  I  studied  some  forty  or  fifty 
women;  and,  although  perhaps  this  feature  of  the  work 
was  not  exhaustive,  it  served  to  establish  definitely  the 
relationship  of  body  form  to  the  prolapse  of  the  viscera 
and  to  revolutionize  our  ideas  as  to  the  position  and 
form  of  the  stomach  and  intestines.  In  an  earlier  publi- 
cation* are  given  the  results  of  the  x-ray  examinations 
we  had  made  up  to  that  time  and  I  have  not  materially 
changed  my  ideas  since  then. 

From  early  observations  I  soon  learned  that  the  two 
terms  "congenital  and  "acquired,**  as  belonging  to  the 
two  supposed  types  of  enteroptosis,  were  far  from  satis- 
fjring:  the  one  varies  from  the  other  not  only  in  the 
matter  of  etiology  but  in  many  other  of  its  manifesta- 
tions. The  division,  I  believe,  is  apt  to  convey  a  wrong 
impression.  I  wish  to  discuss  the  acquired  form  briefly 
a  little  later  and  in  its  place,  but  for  the  present  and 
for  clearness  it  would  seem  best  that  it  be  put  aside  and 
that  we  deal  simply  with  the  true  or  essential  condition. 

It  may  be  well  first  to  give  a  brief  description  of  the 
enteroptotic  woman  (Figs.  1,  2,  3,  4).  The  first  im- 
pression one  gets  of  such  a  woman  is  that  of  frailnesp, 
expressed  in  the  contour  of  her  form  and  often  in  her 
features.  She  is  slender  and  has  but  little  adipose 
tissue;  her  form  is  angular;  her  muscles  are  thin; 
there  is   almost  invariably   a   perceptible   laxness   and 

8.  Hulst,  H. :  Skiagraphv  of  the  Stomach  and  Intestines,  Phys. 
and  Surg.»  September,  190r» ;  R^ntgono^raphy  In  Diseases  of  the 
Stomach  and  Intestines,  Arch.  Physiol.  Therapy,  January,  1906. 

9.  Smith,  R.  R. :  Enteroptonis.  with  Special  Reference  to  the 
Body  Form  :  The  Mechanical  Conditions  GoTeming  the  Abdominal 
Organs  and  the  Use  of  the  X-ray  in  Demonstrating  Stomach  and 
Intestines,  Surg..  Gynec.  and  Obst,  1906.  ill,  130  (discussion). 


Digitized  by 


Google 


332 

softness  of  her  tissues.  She  impresses  one  as  being 
onderdeveloped  and  lacking  in  vigor.  These  may  be  des- 
ignated as  fundamental  characteristics.  Associated  with 
and  largely  dependent  on  these  characteristics,  one  notes 
in  such  an  individual  that  the  neck  is  long,  the  chest 
undersized  and  showing  distinct  signs  of  collapse;  that 
is,  it  is  shallow,  the  upper  ribs  far  apart,  the  lower  ones 
slanting  downward  and  inward  and  lying  close  together, 
and  there  is  a  distinct  lessening  of  the  capacity  of 
the  thoracic  abdomen.  The  abdominal  muscles  are  soft 
and  lack  resistance  (muscular  insufiBciency)  and  there 
is  a  tendency  for  them  to  bulge  forward.  This  bulging 
is  rarely  present  to  any  marked  extent  in  the  nullipara, 
and  in  a  large  number  of  cases  it  is  practically  lacking 
altogether.  In  the  parous  woman  it  is  oftener  present.* 
The  changes  in  the  chest  and  upper  abdomen  above 
noted  take  place,  largely  at  least,  during  the  growth  of 
the  child  to  maturity — ^they  are  the  permanent  changes ; 
at  least,  they  are  the  most  diflBcult  of  any  material  cor- 
rection. These  women  are  peculiarly  apt  to  suffer  from 
muscular  insufficiency.  We  see  it  very  apparent  in  the 
lessening  of  the  lumbar  lordosis,  in  the  rounding  back, 
the  forward  droop  of  the  shoulders  and,  not  infre- 
quently, in  weak-foot.  The  last-named  important 
changes  in  body  configuration,  due  to  muscular  insuffi- 
ciencies, are  by  no  means  always  conspicuously  present 
and  are  to  be  looked  on,  generally  speaking,  as  signs  of 
fatigue.  They  are  less  permanent  in  character  and  are 
frequently  materially  bettered  as  the  woman  improves  in 
health.  I  have  not  been  able  to  note  any  marked  differ- 
ence in  the  height  of  these  women,  although  Mathes 
speaks  of  them  as  undersized  and  Albu  as  taller  than 
others.  One  sees  them  short  or  tall,  as  are  the  more 
vigorous  ones.     In  weight  they  are  decidedly  lacking. 

*  The  popular  close  association  between  enteroptosis  and  the 
size  of  the  abdomen  mast  be  somewhat  modified.  The  most  marked 
prolapse  often  occnrs  in  an  abdomen  that  is  nearly  flat,  and  a 
bulging  abdomen  often  encloses  organs  fairly  well  in  place. 
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owing  to  the  want  of  adipose  tissue  and  the  slendemess 
of  other  body  structures. 

In  forming  an  estimate  of  the  degree  of  body  abnor- 
mality, I  have  laid  some  little  dependence  on  the  depth 
of  the  thorax  (measured  with  pelvimeter  from  lower  end 
of  sternum  directly  to  back).  In  doing  so  the  height 
of  the  individual  must  always  be  taken  into  considera- 
tion. The  depth  ran  from  13  to  17  cm.  in  enteroptotic 
women  and  from  16  to  20  cm.  in  the  more  vigorous  ones. 
The  relative  capacity  of  the  upper  abdomen  was  ob- 
tained by  securing  the  measurement  above  mentioned 
and  combining  it  with  the  width  of  the  waist.  The 
index  of  Becher  and  Lenhoflf,  obtained  by  dividing  the 
jugulo-pubic  distance  by  the  circumference  of  the  waist 
and  multiplying  the  result  by  100,  is  also  of  much  value 
in  making  this  estimate.  The  higher  the  index  the 
smaller  the  capacity  of  the  thoracic  abdomen  and  vice 
versa.  The  size  and  form  of  the  thorax  and  abdomen  as 
seen  and  estimated  externally  will  indicate  closely  the 
position  of  the  abdominal  viscera.  One  should  note  also 
the  amount  of  adipose  tissue  in  and  about  the  abdomen, 
the  condition  of  the  body  musculature  and  the  retentive 
powers  of  the  anterior  abdominal  wall.  With  these 
noted  and  with  a  little  experience  one  may  determine 
very  closely  the  position  of  the  viscera  as  a  whole.  One 
will  find  the  prolapse  of  this  or  that  organ  sometimes 
varying  considerably  in  relation  to  that  of  others,  and 
he  must  not  expect  to  make  such  estimates  with 
mathematical  exactness,  but  it  is  nevertheless  true  that 
the  position  of  the  viscera,  as  determined  by  palpation, 
percussion  or  the  a:-ray,  corresponds  very  closely  indeed 
to  the  outward  signs  above  noted.  The  downward  slant 
of  the  lower  ribs  and  the  epigastric  angle  (formed  by  the 
edge  of  the  ribs,  its  apex  being  the  lower  end  of  the 
sterum)  are  useful  and  convenient  signs  in  determining 
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the  collapse  of  the  thorax  and  the  size  of  the  upper 
abdomen,  t 

In  making  a  general  estimate  of  the  indiyidual,  how- 
ever^ relative  to  the  enteroptotic  habit,  no  one  sign  or 
condition  should  be  entirely  relied  upon.  It  is  practical 
to  consider  the  amount  of  adipose  tissue  present,  the 
condition  of  the  musculature,  the  size  and  depth  of  the 
thorax,  the  size  of  the  thoracic  abdomen,  the  position 
of  the  viscera  and  perhaps,  above  all,  the  stability  of  the 
nervous  system  and  any  signs  of  its  failure  in  normal 
function. 

In  speaking  of  enteroptosis  one  must  distinguish 
clearly  between  the  physical  condition  and  the  symp- 
toms which  the  enteroptotic  woman  frequently  develops. 
It  must  be  recognized  definitely  that  enteroptosis  and 
good  health,  as  we  ordinarily  speak  of  it,  are  not  neces- 
sarily incompatible.  We  see  constantly  about  us  women 
of  the  most  marked  type  who  are  in  excellent  health  in 
the  usual  meaning  of  the  term.  They  feel  well,  are  free 
of  pain  and  are  able  to  take  their  places  in  society.  As 
a  class,  however,  they  show  less  resistance  to  the  strains 
of  life  than  more  vigorous  women.  Overwork,  care  and 
responsibility,  indoor  living,  frequent  child-bearing  and 
poor  food  all  bring  enteroptotic  women  quickly  to  a  state 
of  fatigue,  a  lowered  state  of  nutrition  and  an  abnormal 

t  As  to  the  mechanical  conditions  producing  prolapse,  we  note 
in  such  women  certain  conditions  present:  First,  the  lack  of  ftit, 
which  diminishes  the  yolume  of  the  abdominal  contents  and  changes 
the  contour  of  its  cavity;  second,  the  marked  diminution  in  the 
size  of  the  thoracic  abdomen ;  and  third,  a  lazness  or  hypotonns  of 
the  tissues  of  all  the  abdominal  walls.  The  diminution  in  the  sise 
of  the  upper  abdomen  seems  unquestionably  due  to  a  lack  of  usual 
strength  or  tone  in  the  semirigid  walls — call  it  muscular  insuffi- 
ciency if  yon  will.  The  diminution  in  sise  becomes  in  turn  a  factor 
in  the  visceral  prolapse.  I  may  not  here  discuss  the  individual 
organs;  suffice  it  to  say  the  prolapse  of  each  is  evidently  modified 
by  the  strength  and  mechanism  of  the  structures  which  limit  its 
motion.  They  are  variously  affected  by  the  conditions  named  above. 
This  matter  of  the  mechanical  cause  is  one  about  which  there  has 
been  a  great  deal  of  speculation  and  little  exact  experiment  or 
observation  and  I  hesitate  to  enter  into  it.  The  factors  I  have 
mentioned  seem  to  me,  after  a  considerable  study  of  the  subject, 
those  primarily  concerned  when  considering  mechanical  causes  and 
wMch  I  think  must  be  fully  considered  in  any  argument  on  this 
phase  of  the  subject.  I  should  like  to  go  Into  the  many  other 
theories  advanced  if  time  permitted. 
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mental  condition.  With  a  few  of  them — ^the  most  ex- 
aggerated ones — the  symptoms  seem  permanent  and  im- 
possible  of  material  alleviation.  With  many  others  the 
line  between  a  satisfactory  equilibrium  and  the  existence 
of  symptoms  is  narrow;  the  slightest  strain  is  sufiBcient 
to  disturb  it.  The  symptoms  that  an  enteroptofic 
woman  develops  are  fairly  well  defined — pain  in  the 
back  and  groins,  a  feeling  of  weight  and  bearing  down 
in  the  lower  abdomen,  disturbances  of  digestion,  men- 
struation and  urination,  and  a  long  series  of  disturb- 
ances psychoneurotic  in  character.  It  may,  in  fact,  be 
said  that  the  enteroptotic  woman,  when  once  her  equili- 
brium is  disturbed,  develops  symptoms  principally  neu- 
rasthenic in  character.  Perhaps,  however,  they  should 
not  all  be  classified  as  such.  The  pain  above  referred 
to  should,  I  believe,  be  ascribed  largely  to  the  muscular 
fatigue  and,  occasionally  perhaps,  to  the  strains  and 
secondary  phenomena  which  a  faulty  attitude  induces. 
In  the  study  of  enteroptotic  women  one  early  asks  the 
question  as  to  what  part  the  prolapse  of  the  organs  them- 
selves plays  in  the  symptomatology;  it  is  not  uncom- 
monly assumed  that  it  is  directly  responsible  for  the 
pain,  nervousness,  disturbed  function  and  ill  health. 
Here  is  a  mechanical  defect — ^what  more  simple  than 
that  it  should  cause  the  woman's  symptoms?  That 
this  hardly  reflects  the  truth  is  easy  to  determine. 
In  a  large  percentage  of  our  cases  at  least,  dis- 
turbances of  function  have  plainly  followed 
exhausting  influences  and  are,  I  believe,  to  be  regarded 
as  symptoms  of  them.  Although  such  disturbances 
occur  very  frequently  in  enteroptosis,  they  are  of  the 
same  general  variety  as  those  seen  in  other  neurasthenic 
women.  Nervous  exhaustion  is,  I  believe,  the  immedi- 
ate cause  of  the  disturbed  function;  at  least,  in  most 
instances,  and  I  have  found  it  to  correspond  to  such 
exhaustion  rather  than  to  the  degree  of  prolapse.  It  is 
not,  I  am  convinced,  due  in  the  vast  majority  of  in- 
stances to  any  mechanical  obstruction — for  example,  the 
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inability  of  the  prolapsed  stomach  to  evacuate  itself  be- 
cause its  lower  pole  lies  low  in  the  abdomen^  or  of  a 
colon  to  evacuate  itself  simply  because  of  its  position. 
One  frequently  sees  women  with  stomach  and  bowels 
prolapsed  to  a  marked  degree  whose  digestions  are  to  all 
appearances  good.  The  it-ray  ordinarily  shows  no  defi- 
nite signs  that  may  be  safely  interpreted  as  mechanical 
obstructions  of  the  alimentary  canal,  nor  does  examina- 
tion at  operation  show  hypertrophy  or  dilatation,  such 
as  one  would  expect  as  the  result  of  such  obstruction. 
It  is,  however,  perfectly  possible  that  certain  secondary 
changes  may  take  place  in  such  a  colon  as  may  cause 
abnormal  function,  but  this  I  believe  is  not  the  rule. 

The  prolapsed  organs  do  not  ordinarily  cause  the  pain 
referred  to  above.  In  a  state  of  exhaustion  it  is  common 
for  the  enteroptotic  woman  to  have  pain  which  is  usually 
assumed  to  be  caused  by  a  dragging  of  the  viscera  on 
their  attachments.  The  thought  lies  near  that  the  pain 
is  due  rather  to  an  insufficiency  of  the  trunk  muscles. 
This  is  one  of  the  points  in  the  study  that  will  bear 
further  investigation.  Mere  expression  of  opinion  can- 
not, of  course,  decide  it. 

In  a  study  as  to  the  cause  of  prolapse  one  naturally 
asks  the  question  when  in  the  life  of  the  individual  it 
began.  I  have  questioned  some  300  women  carefully  in 
regard  to  the  state  of  their  nutrition  and  health  during 
childhood  and,  although  it  would  be  almost  impossible 
to  classify  satisfactorily  the  answers  obtained,  I  have 
gathered  from  them  certain  facts.  The  enteroptotic 
woman  of  pronounced  degree  may  always  trace  certain 
primary  characteristics — ^namely,  the  lack  of  nutrition 
and  vigor — to  her  childhood  (Figs.  5  and  6).  It  is 
unquestionably  a  fact,  then,  that  the  frail,  thin,  weakly 
girls,  who  remain  so  during  much  or  all  of  their  child- 
hood, become  later  enteroptotic  women.  In  a  vast 
majority  of  cases  the  anomaly  may  be  traced  with  direct- 
ness to  a  similar  bodily  condition  in  her  immediate  pro- 
genitors; that  is,  there  is  here  a  fixed  hereditary  factor 
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Fig.  3. — Typical  enteroptotlc  figure,  fairly  well-nourished,  little 
muscular  insuflSciency,  palpable  right  kidney,  lower  pole  of  stomach 
two  inches  below  umbilicus  (gas  method).  Has  good  health.  Note 
size  of  thorax  and  waist  as  compared  with  pelvis.  Thorax  depth 
15  cm.,  width  of  waist  18  cm.,  Index  88.,  height  170  cm.  (5  ft, 
6%   In.),  weight  116  lbs. 
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Fljf.  4. — An  entcroptotlc  figure  with  extreme  emaciation,  shown 
simply  to  bring  out  certain  points  referred  to  In  text.  Note  small 
collapsed  thorax,  the  sharp  epigastric  angle,  the  wide  Intercostal 
spaces  above,  the  ribs  lying  close  together  below  and  slanting 
sharply  downward  and  inward ;  the  small  waist  with  corresponding 
smnll  upper  abdominni  cavity.  Patient  presonis  ninrked  physical 
weakness,  disturbances  of  many  functions  and  is  otherwise  ap- 
parently a  hopeless  neurasthenic. 
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Fig.  5. — Tj'plcal  entoroptosic  Agure  of  adult  form  In  child  of  12  years 
of  age.  Very  poorly  nourished,  muscular  insufficiencies  well  marked. 
Height  152  cm.  (4  ft.,  11 V^  in.),  weight  73  lbs.  (731),  thorax 
depth  14  Vj  cm.,  waist  breadth  17  cm.,  index  So.  Right  kidney 
palpable,  lower  pole  of  stomach  %  In.  l>elow  umbilicus.  Frail 
nervous  child,  otherwise  in  good  health.  (Left  kidney  had  been 
recently  removed  for  injury.)  Note  slenderness  of  form,  lack  of 
adipose   tissue,    small    slender   muscles  and   small    thorax. 
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Fig.  6.  Figures  of  children,  each  5  years  of  age.  The  one  is 
frailer.  le?s  vigorous,  less  well  muscled,  less  fat  than  the  other. 
Shown  to  Illustrate  the  type  which  we  find  in  the  history  of  the 
enteroptotic  woman. 
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Fig.  7. — Typical  enteroptotic  figure  of  the  so-called  acquired  form, 
fairly  well-nourislied,  muscular  insufficiency  well-marked.  Thorax 
depth  17.5  cm.,  breadth  of  waist  22  cm.,  index  75.  Right  kidney 
palpable,  lower  pole  of  stomach  above  umbilicus  (gas  method). 
Marked  digestive  disturbance,  pain  in  right  side,  neurasthenia. 
Note  good  size  of  thorax,  low  index,  bulging  anterior  abdominal 
walls  and  rounding  back    (muscular  insufficiency). 
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Fig.  8.— Statue  of  Venus  de  Milo.  An  Ideal  figure  in  Greek  art. 
Illustrating  perfection  in  development  and  vigor.  Note  the  muscular 
development,  the  large  deep  thorax,  the  capacious  middle  zone  of  the 
trunk.  One  finds  that  women  approaching  this  ideal  have  organs  in 
normal  position.     Compare  with  enteroptotic  figures. 
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Fig.  9. — Picture  from  Stratz.  Figure  of  a  vigorous  woman,  the 
opposite  of  the  enteroptotic  one.  Note  well-nourished  body,  with 
sufficient  adipose  tissue,  also  the  size  and  depth  of  thorax.  The 
waist  is  large,  corresponding  to  capacious  upper  abdomen. 
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Fig.  10. — I*lcture  from  Stratz.  Figure  of  vigorous  woman.  Note 
the  well-developed,  well-nourigbed.  muscular  body,  also  the  lumbar 
lordosis  and  size  of  the  thorax. 
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of  considerable  moment,  and  we  believe  that  this  factor 
is  of  the  utmost  importance,  not  only  in  the  matter  of 
cause  but  also  in  prognosis  and  management.  Its  uni- 
versal recognition  and  correct  valuation  by  the  profes- 
sion is,  ^  believe,  of  the  utmost  importance.  I  have  not 
been  able  to  show  that  these  children  are  more  liable  to 
infectious  diseases;  nor,  except  in  very  rare  instances, 
could  their  weakness  and  ill  health  be  traced  to  any  one 
illness.  It  has  been  my  experience  that  the  child  who  is 
naturally  vigorous  and  lives  in  ordinarily  hygienic  sur- 
roundings regains  rapidly  his  usual  state  of  vigor  fol- 
lowing any  temporarily  depressing  influence,  such  as 
acute  disease;  and  I  believe  that  such  diseases  cannot 
be  said  to  be  a  marked  factor  in  the  establishment  of  the 
enteroptotic  habit.  I  believe,  however,  that  long-con- 
tinued bad  hygiene  or  chronic  diseases  afifecting  the 
nutrition  may  be  determining  factors  in  early  life  in 
its  establishment,  but  this,  in  my  experience,  has  been 
exceptional.  As  a  result  of  failure  to  recognize  the 
hereditary  fundamental  constitutional  tendencies,  efforts 
have  not  been  uncommonly  directed  to  the  relief  of  local 
symptoms  as  if  they  existed  independently.  I  believe 
also  that  bad  hygiene  has  a  marked  influence  on  inher- 
ited frailness  and,  conversely,  that  the  best  of  hygiene 
may  considerably  modify  its  tendencies. 

If  one  questions  as  to  the  extent  of  the  prolapse  itself 
during  childhood,  one  must  admit  that  but  few  exact 
observations  have  been  made  along  this  line.  Butler,  of 
Chicago,  in  a  carefully  prepared  and  excellent  paper, 
read  in  the  Section  on  Diseases  of  Children,  has 
examined  some  155  children.  I  have,  myself,  entered 
enough  into  the  study  to  show  how  different  the  mechan- 
ical conditions  are  and  how  little  one  may  depend  on  the 
signs  on  which  one  is  accustomed  to  rely  in  the  adult. 
Butler  has  shown,  however,  that  the  fundamental  char- 
acteristics of  the  enteroptotic  habit  are  present  in  child- 
hood— namely,  the  lack  of  nutrition  and  vigor — and 
that  there  is  at  least  some  tendency  to  the  peculiar  adult 
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configuration  of  form  and  a  displacement  of  the  organs 
to  be  found  at  or  near  puberty.  He  has  found  that  pro- 
lapse of  stomach  and  kidneys  in  early  infancy  should  not 
be  looked  on  as  signs  of  the  enteroptotic  habit.  No 
extensive  x-ray  examinations  have  been  made  to  defi- 
nitely determine  the  position  of  stomach  and  intestines 
in  infancy  and  childhood. 

What  shall  we  call  the  congenital  factor  above  men- 
tioned ?  Noble  would  frankly  call  it  a  degeneration  and 
would  class  it  broadly  with  those  other  degenerations 
well  recognized  and  of  greater  degree.  He  is  not  alone 
in  this  opinion.  Martin  believes  that  it  is  an  arrest  at 
some  point  in  development  from  embryo  or  a  reversion 
to  a  lower  type.  Because  of  the  differences  of  opinion 
as  to  what  is  meant  by  the  term  degeneration  and  for 
other  reasons,  I  would  prefer  at  present  to  merely  define 
it  in  the  terms  of  the  phenomena  which  are  exhibited; 
namely,  a  tendency  to  backwardness  in  physical  develop- 
ment, to  poor  nutrition  and  an  unstable  nervous  state. 

Lack  of  nutrition  and  fiabbiness  of  tissues  may  be 
said  to  be  the  chief  underlying  mechanical  causes  of 
visceral  displacement.  Later  in  life  child-bearing  be- 
comes a  factor  to  be  recognized,  since  it  strains  the  al- 
ready weak  anterior  abdominal  wall  and  tends  to  increase 
the  general  laxness  of  the  tissues.  In  this  connection 
I  may  speak  of  the  so-called  acquired  type  of  enterop- 
tosis  (Fig.  7).  The  woman,  however  vigorous  and  well 
developed  during  childhood  and  girlhood,  may,  through 
hard  work,  child-bearing,  or  other  untoward  influences, 
bring  about  a  laxness  of  tissues  and  bulging  of  her 
abdominal  walls;  and  in  such  a  woman  it  is  not  infre- 
quent to  find  a  palpable  kidney  and  other  organs  down- 
wardly displaced.  It  must  be  emphasized,  however,  that 
the  degree  of  prolapse  of  the  abdominal  viscera  in  these 
cases  is  of  much  less  degree  than  that  found  in  true 
enteroptosis.  It  is  common,  however,  to  see  the  condi- 
tions mixed.    In  the  already  enteroptotic  woman,  if  the 
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cause  above  mentioned  is  added  the  prolapse  is  still 
further  increased. 

In  a  physical  study  of  these  four  or  five  hundred 
women  I  have  met  women  of  almost  every  age,  state  of 
nutrition,  habit,  attitude  and  body  configuration.  From 
the  viewpoint  of  enteroptosis  it  has  served  to  bring  out 
the  fact  that  enteroptotic  women  form  by  no  means  a 
sharply  defined  group  by  themselves.  On  the  contrary, 
there  is  nothing  approaching  a  line  of  distinction.  On 
rare  occasions  the  physician  sees  a  woman  who  has  an 
almost  ideal  physique.J  Such  a  woman  has  a  figure 
closely  conforming  to  the  ideal  figure  of  Greek  art — a 
deep,  large  thorax,  a  voluminous  upper  abdomen,  tissues 
firm,  muscles  well  developed  and  suflBcient  adipose  tissue 
to  round  out  her  angles  (Pigs.  8,  9, 10).  With  this  ideal 
at  one  end  of  the  scale  and  the  markedly  enteroptotic 
woman  at  the  other,  one  meets  all  gradations.  The 
women  that  are  commonly  called  enteroptotic  are  those 
in  which  the  anomalies  are  well  developed.  As  they 
advance  in  life  many  of  them  gain  weight  and  in  this 
state  the  fundamental  defects  in  their  constitution  may 
be  easily  overlooked.  An  inspection  of  the  thorax  gives 
one  the  quickest  hint  as  to  the  patienf  s  true  constitu- 
tional makeup.  I  have  not  been  able  to  learn  by  x-ray 
evidence  the  effect  of  a  gain  in  weight  on  the  visceral 
prolapse  but  I  believe  it  to  be  a  considerable  one  for 
the  better. 

I  have  purposely  left  much  to  be  considered  by  others. 
My  idea  here  has  been  to  give,  if  I  could,  a  broad  esti- 
mate of  the  subject  in  general,  based  largely 
on  my  individual  study.  Much  remains  to  be 
done.  The  profession  is  slowly  establishing  a  substan- 
tial basis  for  the  more  practical  and  useful  problems 
that  are  to  be  met  and  dealt  with.  A  clear  recognition 
of  the  defects  that  these  women  have  to  contend  with — 

t  It  inoft  be  understood  that  a  large  percentage  of  the  women 
who  come  to  the  cynecologlst  are  of  leas  than  the  arerage  Tlgor 
and  that  it  is  probable  that  a  large  number  of  ideal  or  nearly  ideal 
women  coald  be  found  In  any  community 
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their  tendencies,  the  real  nature  of  their  symptoms  and, 
above  all,  the  early  history  of  their  lives — 1  hope,  will 
lead  to  an  intelligent  management  during  childhood 
and  more  intelligently  directed  eflEorts  later  on. 
Wonderly  Building. 
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THE    Z-BAY    DIAGNOSIS    OF    ENTERO- 
PTOSIS 


EDWARD  HOLMAN  SKINNER,  M.D. 

KANSAS    CITT,   MO. 


The  x-ray  diagnosis  of  enteroptosis  is  at  once  a  sim- 
ple procedure  with  definite  conclusiveness.  The  a:-ray 
furnishes  a  method  to  determine  with  exactness  the 
position  of  the  large  and  small  bowel  within  the  abdom- 
inal cavity. 

This  examination  does  not  demand  an  a:-ray  equip- 
ment above  the  average.  A  12-inch  coil,  with  electro- 
lytic interrupter  and  a  tube  capable  of  standing  a  pri- 
mary current  of  20  amperes  for  thirty  seconds  will  suffice. 

On  account  of  the  comparatively  equal  densities  of 
the  abdominal  contents,  it  is  necessary  to  render  the 
colon  transparent  or  opaque  in  outline.  The  following 
means  may  be  used  to  adapt  the  colon  to  Roentgen  ex- 
amination : 

1.  Inflation  with  air,  per  rectum.  This  method  is 
not  satisfactory  because  the  air-pressure  within  the 
colon  is  unequal,  and,  further,  does  not  give  an  exact 
record  of  the  lumen  of  the  colon  on  the  fluoroscopic 
screen  or  negative. 

2.  The  distention  of  the  colon  with  opaque  emul- 
sions, injected  per  rectum.  Distention  by  injected 
emulsions  produces  a  colonic  distention  with  uniform 
filling  pressure  when  properly  conducted. 

The  technic  of  the  rectal  injection  is  as  follows :  The 
patient,  having  had  an  intestinal  cleansing  previously, 
is  placed  at  ease  on  the  left  side,  with  hips  elevated. 
There  should  be  complete  relaxation  of  the  abdominal 
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musculature.  A  soft  rubber  tube,  about  one-fourth  inch 
lumen,  is  inserted,  and  the  emulsion  allowed  to  flow 
gently,  as  the  first  portion  of  the  injecta  may  produce 
colonic  contractions  that  would  foil  our  purpose.  The 
pressure  of  the  flow  should  be  about  8  to  20  inches. 
The  injection  should  require  about  thirty  minutes  for 
2  quarts  of  emulsion.  The  examination  within  the  next 
hour  will  disclose  the  filling  of  the  large  intestine  to 
the  ileocecal  valve.  The  average  capacity  of  the  adult 
rectal  ampulla  is  1  pint,  and  of  the  large  bowel  3  quarts. 

3.  Distention  of  the  colon  with  opaque  substances 
ingested  with  food.  By  this  method  the  residue  of  a 
bismuth  meal  is  radiographed  in  the  colon,  suflBcient 
time  (usually  sixteen  to  twenty-four  hours)  having 
elapsed  since  its  ingestion  to  insure  its  presence  in  the 
colon. 

Opaque  substances  of  radiographic  usefulness  include, 
first,  the  bismuth  salts — subnitrate,  carbonate,  subcar- 
bonate  and  oxychlorid.  Of  these,  the  oxychlorid  is  best, 
not  having  any  deleterious  effects  and  not  undergoing 
chemical  change.  The  subnitrate  has  been  discarded 
because  of  some  unfavorable  reports  and  the  care  neces- 
sary in  its  selection  commercially.  Second,  the  iron 
preparations,  including  manganate  of  iron. 

For  ingestion  by  mouth,  these  opaque  substances  must 
be  held  in  suspension  by  a  gruel,  or  porridge  of  rice, 
milk  and  bread,  meal  of  peas,  oatmeal,  etc.  I  myself 
use  about  2  pints  of  porridge,  into  which  one  or  two 
ounces  of  bismuth  oxychlorid  is  thoroughly  mixed, 
flavored  with  raspberry  syrup  or  grape-juice. 

For  an  injection  per  rectum,  I  use  an  emulsion  of  2 
ounces  of  bismuth  oxychlorid  in  32  ounces  of  milk, 
with  4  drams  of  acacia  to  sustain  the  bismuth,  or  an 
emulsion  of  olive  oil  and  bismuth  oxychlorid.  It  is 
worse  than  useless  to  draw  diagnostic  conclusions  from 
the  injection  of  simple  bismuth  in  water. 

The  iF-ray  diagnosis  may  be  made  by  (1),  fluoroscope, 
or  (2),  radiograph. 
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1.  The  fluoroscope  examination  should  be  conducted 
in  a  room  of  absolute  darkness^  on  a  good  protected 
fluoroscopic  screen  of  a  size  (11  by  14  or  16  by  20 
inches)  suflScient  to  cover  the  entire  field  of  inspection. 
The  fluoroscopic  outlines  of  the  opaque  colon  may  then 
be  charted  on  the  glass  covering  to  the  fluoroscopic 
screen  and  this  transferred  to  paper  for  a  permanent 
record.  If  the  physician  or  Boentgenologist  is  pro- 
vided with  fluoroscopic  apparatus  that  protects  the 
patient  and  operator,  this  examination  may  be  con- 
ducted expeditiously  and  without  the  tedious  detail  of 
the  radiographic  exposure.  But  without  good  fluoro- 
scopic apparatus,  one  is  confined  to  a  radiographic 
technic. 

2.  The  radiographic  examination  should  be  made 
with  a  plate  not  less  than  11  by  14  inches  in  size,  usu- 
ally 14  by  17.  The  plate  should  be  placed  with  the 
emulsion  surface  against  the  abdomen,  the  umbilicus 
having  been  marked  with  a  copper  cent,  attached  with 
adhesive,  and  the  tube  opposite  the  fourth  lumbar  ver- 
tebra and  at  a  distance  of  20  to  22  inches  from  the 
plate.  The  use  of  the  usual  a;-ray  plate  will  usually 
give  suflBcient  detail  with  an  exposure  of  ten  to  thirty 
seconds,  with  a  primary  current  of  20  amperes,  through 
a  12-inch  coil  and  a  tube  of  medium  penetration.  The 
topographic  outlines  of  the  colon  alone  being  sought,  it 
is  quite  satisfactory  to  shorten  the  exposure  and  increase 
the  contrast  by  means  of  an  intensifying  screen,  espe- 
cially the  new  Gehler-Folie  or  Sinegram  screen,  which 
produce  negatives  relatively  free  from  small  flecks. 

The  interpretation  of  the  radiographic  and  fluoro- 
scopic shadows  is  greatly  enhanced  by  study  and  expe- 
rience. Before  examining  by  the  fluoroscope,  the  ob- 
servers should  remain  in  absolute  darknesss  for  ten 
minutes  to  secure  an  ocular  accommodation.  This  is 
especially  advisable  to  one  unfamiliar  with  fluoroscopic 
shadows. 
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The  landmarks  of  our  x-ray  picture  are  the  nmbil- 
icQS  and  ensiform  cartilage,  marked  by  pieces  of  metal, 
and  the  wings  of  the  ilium.  The  shadow  of  the  cecum 
should  be  within  the  wing  of  the  right  ilium.  We  may 
then  trace  the  colon  to  the  hepatic  flexure.  In  a  well- 
filled  colon  we  may  see  the  hepatic  angle  completely 
filled  with  the  emulsion,  but  sometimes  the  apex  of  the 
angle  will  show  some  transparency  produced  by  retained 
air.  The  splenic  flexure  is  higher  than  the  hepatic,  and 
also  shows  a  sharper  angle  with  air  at  the  apex.  The 
shadow  of  the  transrerse  colon  should  be  noted  in  its 
relation  to  the  umbilicus  and  its  movability  noted  by 
direct  abdominal  manipulation.  To  determine  the 
movability  of  the  colon  in  radiographs,  it  is  necessary 
to  take  two  exposures;  one  with  the  patient  standing, 
the  second  with  the  patient  in  the  Trendelenburg  or 
prone  posture.  The  study  of  the  movability  of  the 
colon  and  possible  adhesions  thereto  is  best  accom- 
plished by  the  fluoroscope. 

The  hepatic  and  splenic  flexures  of  the  colon  may 
appear  sharply  angled  with  possible  kinks.  This  is 
usually  faulty  interpretation,  as  what  appears  to  be  an 
angle  is  really  a  curve,  the  upper  portion  of  the  ascend- 
ing colon  being  overshadowed  by  the  first  part  of  the 
transverse;  likewise,  the  first  portion  of  the  descending 
colon  may  be  overshadowed  by  the  distal  portion  of  the 
transverse  colon.  If  there  be  a  kink  that  obstructs,  there 
is  a  damming  up  of  the  opaque  emulsion  on  the  side 
from  which  the  emulsion  was  introduced. 

To  avoid  errors  in  the  estimation  of  the  distance  of 
the  transverse  colon  above  or  below  the  umbilicus,  it  is 
necessary  that  the  direction  of  the  x-ray  delivered  from 
the  x-ray  tube  strike  the  fluorescent  screen  or  plate  at 
a  perpendicular,  and  at  a  point  on  the  back  opposite 
the  umbilicus,  about  the  fourth  lumbar.  In  the  study 
of  a  particular  portion  of  the  colon,  where  adhesions 
are  suspected  it  is  desirable  to  diaphragm  down  to  the 
area  on  the  fluorescent  screen.     This  is  not  necessarv 
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in  radiographs,  as  the  entire  colon  may  be  studied  at 
leisure,  but  without  the  advantage  of  continued  obser- 
vation under  manipulation  that  the  fluoroscope  affords. 

CONCLUSIONS 

Having  rendered  the  lumen  of  the  colon  opaque,  it  is 
possible  to  record  exactly,  either  by  fluoroscope  or  radio- 
graph, the  position  of  the  colon  in  its  relation  to  the 
umbilicus  and  bony  skeleton.  The  fluoroscope  will 
give  diagnostic  information  "beyond  the  radiograph,  in 
that  changes  in  position  of  the  colon,  due  io  manipula- 
tions and  adhesions,  may  be  studied. 

616  Commerce  Building. 


Digitized  by 


Google 


EXTEROPTOSIS— THE      PHYSICIAN'S      VIEW 
POINT 


J.  H.  MUSSER,  M.D. 

PHILADELPHIA 


It  is  possible  that  there  has  been  an  exaggeration  of 
the  importance  of  congenital  gaetroenteroptosis  as  a 
factor  in  the  production  of  symptoms.  Investigations 
by  modem  methods,  as  the  x-ray,  show  that  this  ptosis 
is  of  frequent  occurrence  when  not  suspected.  The  in- 
dividual is  without  symptoms  unless  some  complication, 
as  an  inflammatory  lesion,  arises.  Independently  of 
such  complication,  if  symptoms  are  present,  they  can 
be  demonstrated  to  be  due  to  other  factors.  These  fac- 
tors of  ill  health  in  the  large  proportion  of  cases  are  the 
result  of  antagonistic  environmental  conditions,  which 
in  an  individual  handicapped  by  congenital  insufficien- 
cies, are  not  met  by  healthful  reactions  of  the  organ- 
ism. In  consequence  the  organism  is  overwhelmed.  The 
environmental  conditions  are  those  which  make  for 
effeminacy  in  our  life.  Modem  types  of  living,  over- 
stimulation of  the  nervous  system  by  all  forms  of  excite- 
ment, improper  diet,  foolish  amusements,  excesses  and 
irregularities  of  all  kinds  are  the  factors  productive  of 
symptoms  in  gastroenteroptosis.  This  view  seems  to  be 
supported  by  the  fact  that  the  laboring  classes  are  not 
often  victims  of  that  symptom-complex  of  general  and 
visceral  neuroses,  which  is  so  conmion  in  the  leisure 
classes.  It  may  also  be  said  that  the  victims  of  the  neu- 
roses with  enteroptosis  are  usually  members  of  a  family 
in  a  period  of  involution.  They  are  luckless  survivors 
of  a  family  about  to  become  extinct.    They  may  have 
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stigmata  of  degeneracy  and  are  almost  sure  to  have  the 
type  of  thorax  known  as  the  phthisical  or  paralytic.  If 
one  traces  the  morphology  of  antecedent  generations,  it 
can  be  seen  that  with  each  generation  there  is  structural 
evidences  of  physical  decline. 

Moreover,  one  is  supported  by  the  clinical  evidence 
and  by  the  results  of  treatment  in  the  view  that  the 
enteroptosis  is  only  part  of  a  general  condition,  and  is 
not  of  itself  suflBcient  to  give  rise  to  symptoms.  Through 
the  clinical  evidence  we  learn  that  the  morphologic  con- 
dition and  the  clinical  expression  of  any  gastroenteric 
insujBBciency  is  seen  in  the  statement  that  from  child- 
hood there  has  been  poor  health  and  that  abdominal 
symptoms  always  obtain.  Thus,  in  one  hundred  cases 
of  gastroenteroptosis  taken  without  selection  from  more 
than  six  hundred  cases,  and  not  divided  into  congenital 
and  acquired,  the  evidence  is  strong  that  37  per  cent, 
had  always  been  in  poor  health,  while  27  per  cent,  had 
presented  symptoms  from  a  time  when  the  strain  of  evo- 
lution was  a  factor  added  to  the  congenital  condition. 
Unfortunately,  the  history  does  not  record  the  general 
conformation  of  the  individual,  which  enables  one  to 
predict  ptosis,  and  which  prediction  is  almost  always 
confirmed  by  exhaustive  examination. 

The  results  of  the  treatment  or  management  of  such 
cases  lend  further  support  to  my  view.  I  have  in  mind 
many  individuals  with  gastroenteroptosis  in  childhood 
who,  notwithstanding  that  they  often  were  of  involution 
family  groups,  escaped  the  many  perilous  ills  familiar 
to  us  as  belonging  to  this  period,  because  of  favorable 
environmental  conditions.  They  had  the  advantage  of 
a  robust  sensible  home  life  and  of  conscientious,  wise 
mothers.  They  had  every  environmental  agency  that 
makes  for  health,  a  rational  education  and  normal 
amusements.  Some  of  the  girls  have  grown  under  my 
eye  to  be  healthy  mothers  of  families,  and  the  boys  to 
be  wise  dispensers  of  their  strength,  which  has  made 
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them  normal  members  of  a  commnnity,  though  not  over- 
bearing  because  of  their  powers  as  athletes. 

Finally,  I  may  state  that  I  have  made  metabolic  anal- 
yses in  ten  of  these  cases  of  enteroptosis  without  finding 
any  important  evidence  of  malnutrition  or  perverted  nu- 
trition or  of  a  toxemia  which  could  fairly  be  attributed 
to  an  uncomplicated  enteroptosis.  Furthermore,  I  can 
state,  although  with  some  qualification,  that  whatever 
indications  of  toxemia  I  have  found  in  such  cases  as  in- 
dicanuria  or  alteration  in  the  proportion  of  the  sul- 
phates, or  of  changes  in  the  feces  indicating  fermenta- 
tion, etc.,  such  modifications  can  be  ascribed  by  the 
neurosis  which  accompanies  the  congenital  insuflBciencies. 

In  short,  with  such  a  congenital  morphologic  condi- 
tion, there  is  also  a  state  of  the  nervous  system  attended 
by  visceral  h}T)eresthesia  which  if  not  carefully  guarded 
against  brings  with  it  a  state  of  introspection,  the  en- 
semble of  which  is  typical  of  the  neurosis  of  enteroptosis. 
Any  attempt,  therefore,  to  relieve  such  conditions  must 
be  directed  not  to  any  one  part  of  the  organism  but  to 
the  organism  as  a  whole.  Any  attempt  which  will  render 
one  part  of  the  organism  more  hyperesthetic,  as  will 
operative  procedures,  will  increase  the  neurosis,  and 
delay  recovery  temporarily  or  even  permanently. 

If,  then,  we  must  not  allow  ourselves  to  consider  enter- 
optosis as  a  single  factor,  what  can  be  done  to  relieve  any 
symptoms  to  which  it  apparently  gives  rise?  I  take  it 
that  we  agree  that  such  symptoms  are  the  result  of  secre- 
tory neuroses,  gastric  and  intestinal,  and  motor  insuffi- 
ciency with  secondary  toxemia.  Let  us  inquire  into  the 
defenses  and  adaptive  powers  which  the  organism  pos- 
sesses, provided  the  individual  listens  to  the  responses 
of  the  organism  as  seen  in  the  reactions  it  manifests. 
Unfortunately  we  are  brought  face  to  face  with  the  prob- 
lem long  after  the  organism  has  become  oblivious  of 
these  responses,  when  the  reactions  are  negative  features. 
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Indeed  it  is  the  ever-watchful  eye  of  the  mother  in  the 
early  periods  of  the  child^s  life  that  usually  detects 
them,  and  if  bridge  and  teas  and  other  diversions  of  our 
vaunted  modem  life  do  not  distract  her  from  her  duties, 
she  controls  the  reactions,  represses  them  when  in  excess, 
stimulates  them  when  deficient  and  carefully  guides  the 
child  into  normal  adolescence  and  healthy  manhood  or 
womanhood. 

The  defenses  the  organism  possesses  against  such  in- 
sufficiencies are  only  those  which  conserve  health.  If 
watched  for  it  can  readily  be  seen  that  such  an  individ- 
ual has  limitations  which  must  not  be  disregarded.  The 
so-called  bilious  attacks,  the  attacks  of  exhaustion,  of 
headache,  of  nervousness,  the  various  neurasthenic  and 
hysteric  phenomena  are  expressions  of  fatigue  of  an 
organism  which  cannot  mark  time.  The  defenses  of  the 
organism  are  rest  and  temporary  abstinence  or  moder- 
ation in  all  things.  If  these  efforts  of  the  organism  are 
not  frustrated  by  an  ambition  along  the  social  or  educa- 
tional lines  these  defenses  will  be  rationally  encouraged. 
They  will  not  be  thwarted  by  the  stimulants  used  to 
goad  tired  Nature  and  by  narcotics,  both  of  which  it  is 
true  are  likewise  more  in  vogue  later  in  life,  establishing 
before  long  a  vicious  circle  and  reducing  the  organism 
to  a  state  in  which  its  existence  depends  on  artificial 
conditions.  In  short,  we  must  combat  not  only  the  con- 
genital insufficiency,  but  also  the  fatigue  neurosis  which 
attends  it. 

It  is  not  only  by  the  defenses  of  rest  (physical,  men- 
tal and  emotional),  that  we  see  the  organism  meet  the 
insufficiency  of  its  powers,  but  by  adaptation  also.  This 
is  seen  in  the  development  of  a  tolerance  to  any  intoxi- 
cation (an  exaggerated  factor,  liowever,  I  believe),  in 
the  occurrence  of  hypertrophies  to  overcome  obstructive 
lesions,  and  of  secretory  balance  to  mitigate  any  aber- 
ration in  that  line.  If  the  organism  has  half  a  chance 
the  chemical  correlations  and  internal  secretions  will 
take  care  of  the  insufficiencies. 
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It  will  be  asked  if  the  organism  has  even  a  modiciun 
of  defense  and  adaptation,  why  it  is  necessary  to  in- 
voke the  aid  of  the  physician.  The  answer  is  that  the 
defensive  and  adaptive  powers  have  not  been  heeded 
and  that  every  excitation  or  irritability  which  arises 
from  weakness  of  the  organism  invites  excesses  beyond 
the  power  of  the  organism.  The  individual  does  not 
live  down  to  his  strength  but  spends  both  income  and 
capital  to  the  verge  of  bankruptcy. 

Inasmuch  as  failures  of  defense  occur^  as  seen  in 
women  after  nervous  strain  or  after  childbirth  with  its 
accompanying  anatomic  and  physiologic  changes,  and 
in  growing  males  after  misguided  athletic  endeavors, 
or  in  still  more  vicious  effeminacy  and  stimulation  of 
the  adolescent  period,  what  can  be  done  to  aid  the  organ- 
ism ?  Aid  it  needs,  and  in  any  attempt  to  assist  we  must 
realize  that  not  only  is  the  organism  handicapped,  but 
the  symptom-complex  indicates  that  the  organism  as  a 
whole,  its  vital  powers  and  environmental  conditions, 
play  a  large,  if  not  the  most  important  part  in  the  pro- 
duction of  symptoms.  It  must  be  realized  that  it  is  not 
a  disease  but  a  condition  which  confronts  us.  It  is  one 
thing  to  manage  a  condition  and  another  to  treat  a  dis- 
ease. The  former  requires  all  the  resources  we  may 
have  at  our  command  along  lines  of  physiologic  thera- 
peutics; the  latter  requires  us  safely  to  conduct  the 
organism  to  health  by  methods  of  antagonism,  neutrali- 
zation, counteraction,  destruction,  direction  and  assis- 
tance, which  are  physiologic  and  pathologic.  Above  all, 
the  former  requires  the  wholesome  tonic  influence  of  a 
robust  personality  in  the  physician  and  other  individuals 
associated  with  the  patient.  It  is  not  for  me  to  present 
a  homily  on  hygiene.  I  may  be  permitted,  however,  to 
urge  that  the  general  principles  and  methods  of  hygiene 
should  be  invoked  and  applied  in  directions  specifically 
suitable  to  the  individual  patient;  that  to  this  must  be 
added  an  indirect  therapy  based  on  a  correct  estimate 
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of  the  functional  value  of  each  organ  or  system.  That 
it  is  necessary  to  treat  the  eyes^  the  muscular  system, 
correct  postural  defects,  and  all  the  organs  requiring  it, 
goes  without  sajring. 

It  is  evident  that  there  is  no  specific,  and  it  is  like- 
wise evident  that  no  insults  to  the  nervous  system  are 
to  be  permitted  by  injudicious  surgical  procedures.  A 
little  relief  can  often  be  obtained  perhaps  psychically, 
but  also  physically  by  the  use  of  a  bandage.  A  notable 
result  by  such  treatment  was  seen  in  some  of  the  one 
hundred  cases  previously  mentioned.  A  bandage  was 
ordered  for  nineteen  patients  in  whom  the  history  indi- 
cated a  congenital  origin;  five  were  much  relieved,  ten 
a  little  relieved  and  four  experienced  no  relief.  About 
25  per  cent,  thought  it  worth  while  to  wear  a  bandage. 
Drugs  may  be  employed,  as  iron,  nux  vomica,  physos- 
tigmin,  and  also  laxatives,  of  which  the  most  effective  is 
rhubarb.  Now  and  then  sedatives  of  mild  form,  as  the 
bromids,  sumbul  and  valerian,  may  be  judiciously  em- 
ployed. 

We  must  pause  a  moment  to  consider  the  congenital 
visceroptosis,  on  which  acquired  physical  conditions  are 
engrafted,  which  lead  to  obstructive  symptoms,  chronic 
constipation  and  its  secondary  disorders.  A  differejit 
condition  confronts  us.  Hence  ihe  judicious  surgeon  or 
internist  must  estimate  the  relative  effect  on  the  organ- 
ism of  operative  procedure,  and  of  a  continuance  of 
the  abnormal  conditions.  I  am  free  to  admit  that  the 
presence  of  infianmiatory  adhesions,  of  undue  dilatation 
or  of  obstruction,  demands  the  intervention  of  the 
surgeon. 

Here  also  a  word  may  be  said  of  the  patients  with 
visceroptosis  who  cannot  have  the  opportunities  of 
hygienic  treatment  which  I  have  spoken  of.  Such  are 
unable  to  carry  on  their  usual  avocations  and  are  prac- 
tically helpless ;  for  them  a  chance  must  be  taken,  and  it 
may  be  wise  to  resort  to  surgical  procedure. 
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The  acquired  visceroptoses  are  most  amenable  to  sur- 
gical treatment.  If  judicious  abdominal  support,  the 
repair  of  losses  of  external  support  and  indirect  and 
hygienic  therapeutics  are  not  of  avail,  resort  to  surgical 
procedure  is  necessary. 

What  I  have  said  regarding  operative  procedure  in 
congenital  ptoses  may  have  to  be  qualified  with  the  turn 
of  a  night.  Tlie  argument  that  the  enteroptosis  should 
not  be  treated  by  surgical  measures  because  other  con- 
genital states  exist,  and  notably  those  of  the  nervous 
system,  might  be  applied  to  other  congenital  conditions. 
It  might  be  said  for  similar  reasons  that  one  should  not 
operate  on  hare  lip  or  cleft  palate.  If  we  could  recognize 
congenital  ptoses  early  and  before  the  neuroses  develop 
we  might  be  able  to  forestall  the  ill  effects  of  insufficien- 
cies. Who  knows  but  that  in  the  near  future  such 
early  reoognition  will  be  possible,  and  early  remedial 
surgical  relief  applied? 

1927  Chestnut  Street. 
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SURGICAL    ASPECTS    OF    ENTEROPTOSIS 


A.  J.  OCHSNER,  M.D.,  LLJ) 
Sargeon-ln-Chlef  of  Angaftana  Hospital  and  St.  Mary's  Hospital; 
Professor  of  Clinical  Surgery  In  the  Medical  Depart- 
ment of  the  University  of  Illinois,  Chicago 

CHICAGO 


In  order  to  obtain  a  useful  and  practical  view  of  the 
surgical  aspects  of  enteroptosis  it  seems  important  to 
refer  at  the  outset  to  the  causation  and  development  and 
incidentally  to  prophylaxis. 

Since  enteroptosis  as  a  definite  condition  was  brought 
forcibly  to  the  attention  of  clinicians  bv  Gl^nard  a 
quarter  of  a  century  ago,  many  careful  observers  have 
been  convinced  of  the  fact  that  patients  who  suffer  from 
marked  enteroptosis  are  as  a  rule  congenitally  deficient 
anatomically  and  that  their  deficiencies  are  constantly 
exaggerated  during  childhood  and  more  especially  in 
females  during  the  increased  physical  and  physiologic 
burdens  of  childbearing. 

Four  years  ago,  R.  R.  Smith*  directed  our  attention 
to  enteroptosis  with  special  reference  to  body  form; 
and  recently  Reynolds  and  Lovett  have  shown  that  the 
condition  occurs  in  persons  of  peculiar  postures  whose 
bodies  are  not  normally  baknced  when  they  are  in  the 
erect  position.  Round-shouldered  patients  with  hol- 
low backs,  large  pelves  and  small  chests  are  especially 
well  formed  for  the  development  of  enteroptosis.  This 
naturally  suggests  an  important  field  for  prophylaxis 
through   careful   orthopedic    treatment,    especially   of 

1.  Smith.  R.  R. :  Tr.  Am.  Oynec.  Soc.,  PhUadelphia,  1906. 
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young  women  and  children.  Beed  and  Robinson* 
have  observed  gastroptosis  in  37.6  per  cent,  of  the  tuber- 
culous patients  they  had  an  opportunity  to  examine  in  a 
sanitarium. 

Personally  I  have  observed  a  very  large  number  of 
children  under  the  age  of  12  who  came  under  my  care 
for  the  treatment  of  hernia  produced  from  excessive  in- 
tra-abdominal pressure  in  whom  there  was  a  marked 
degree  of  enteroptosis  with  diastasis  of  the  recti  mus- 
cles and  pendulous  abdom^i. 

The  abnormal  intra-abdominal  pressure  in  these 
cases  was  due  to  one  or  more  of  the  following  causes: 
(a)  digestive  disturbances  with  gaseous  distention  of 
the  stomach  and  intestines;  (b)  constipation;  (c)  phi- 
mosis with  obstruction  of  the  passage  of  urine;  (d) 
chronic  coughs  complicating  one  or  the  other  of  the 
above  conditions;  (e)  chronic  appendicitis;  (f)  severe 
straining  during  the  act  of  cr3dng  usually  caused  bv 
pain  due  to  one  or  more  of  the  above  conditions. 

In  these  cases  I  have  found  that  by  removing  the 
cause  of  the  increased  intra-abdominal  pressure  not  only 
was  it  possible  to  cure  the  hernia  without  operation  but 
the  enteroptosis  improved  greatly  in  all  cases  and  was 
entirely  cured  in  many. 

The  intestines,  no  longer  being  overdistended,  were 
able  to  contract  to  a  normal  size;  the  reduction  in  the 
amount  of  intestinal  contents  undoubtedly  permitted 
the  elongated  mesentery  to  contract  into  its  normal 
length;  and  the  muscles  of  the  abdominal  wall  were 
able  to  shorten  and  thicken  and  to  hold  the  abdominal 
contents  in  their  normal  relation  above  instead  of  in 
front  of  the  pelvis,  especially  when  the  treatment  was 
instituted  early  enough  to  permit  the  diastasis  of  the 
recti  muscles  to  disappear. 

Aside  from  relieving  the  abnormal  intra-abdominal 
pressure  in  these  children,  more  especially  by  the  regu- 

2.  Reed,  Boardman,  Roblnsoii  and  Neal,  Frank :  Sonth.  California 
Pract.,  NoTember,  1908. 
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lation  of  time  of  feeding  and  quality  of  food  and  by 
this  and  other  means  overcoming  constipation,  their 
habits  of  rest  were  regulated  so  that  they  retired  to 
their  beds  at  6.  The  foot  of  the  bed  was  elevated  so 
as  to  make  an  angle  of  15  to  30  degrees  between  the 
planes  of  the  bed  and  the  floor.  This  virtually  placed 
the  patient  during  the  hours  of  rest  in  the  Trendelen- 
burg position  in  order  to  force  the  abdominal  viscera 
to  gravitate  toward  the  diaphragm,  which  enabled  all 
of  the  supporting  structures  to  recover  from  the  strain 
to  which  they  had  been  exposed  by  the  abnormal  intra- 
abdominal pressure. 

The  obstetrician  has  accepted  his  share  of  the  pro- 
phylaxis and  the  orthopedist  is  at  the  present  time 
eagerly  searching  out  his  share  in  this  work.  We  must 
now  ask  the  pediatrician  and  the  dietitian  to  take  their 
respective  shares  in  reducing  the  number  of  these  cases ; 
then,  after  the  gynecologist  has  disposed  of  those  be- 
longing to  his  especial  field,  the  remaining  cases  must 
be  viewed  by  the  surgeon  in  a  most  critical  way  from 
several  standpoints. 

In  the  first  place,  in  a  vast  majority  of  patients  with 
enteroptosis  this  condition  does  not  materially  aflfect 
the  disease  from  which  the  patient  is  suffering;  and, 
in  the  second  place,  in  a  vast  majority  of  patients  in 
whom  the  presence  of  enteroptosis  does  affect  or  cause 
the  disease  from  which  they  suffer,  surgical  treatment 
either  fails  altogether  in  producing  relief  or  it  intro- 
duces other  conditions  incidentally  which  in  themselves 
cause  abnormal  conditions  worse  than  those  from  which 
relief  is  sought. 

Joseph  Blake  gives  as  an  indication  for  operation  the 
following  conditions:  First,  it  must  be  determined 
that  the  patient's  suffering  is  due  to  enteroptosis;  sec- 
ond, it  must  be  clear  that  the  condition  cannot  be  re- 
lieved without  surgical  interference;  and  third,  it  must 
be  reasonably  certain  that  the  condition  can  actually 
be  relieved  by  a  surgical  operation. 
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It  seems  that  enteroptosis  is  the  cause  only  in  cases 
in  which  its  presence  produces  obstruction.  The  ob- 
struction may  be  caused  simply  by  a  more  or  less  marked 
angulation,  or  even  by  torsion,  especially  if  the  entero- 
ptosis is  complicated  with  adhesions.  A  stomach  whose 
ability  to  empty  itself  in  the  normal  period  of  time 
has  not  been  impaired  should  never  be  operated  on  for 
enteroptosis.  If  the  latter  condition  causes  obstruction 
of  the  pylorus  surgical  treatment  should  be  considered ; 
consequently  the  presence  of  gastroptosis  in  itself  should 
never  be  considered  an  indication  for  surgical  treat- 
ment. The  same  is  true  of  nephroptosis.  In  the  exam- 
ination of  a  large  number  of  foreign-bom  working 
women  I  was  able  to  confirm  the  statement  of  Pavlick 
that  75  per  cent,  of  the  women  of  this  class  who  have 
repeatedly  borne  children  have  right-sided  nephroptosis ; 
but  I  have  also  found  that  this  condition  is  of  no  im- 
portance unless  it  gives  rise  to  obstruction  of  the  ureter 
and  overdistention  of  the  pelvis,  a  condition  which  is 
usually  due  to  an  abnormal  arrangement  of  the  blood- 
vessels of  the  kidney.  In  most  cases  it  is  possible  to 
demonstrate  the  acute  bending  of  the  ureter  over  the 
abnormally  placed  vessel.  But  the  number  of  these 
cases  is  very  small  in  comparison  with  the  number  of 
cases  of  nephroptosis. 

There  is  also  a  small  class  of  patients  in  whom  the 
nephroptosis  interferes  with  the  circulation  of  the  kidney 
giving  rise  to  albuminuria.  In  these  cases  nephror- 
rhaphy  is  also  indicated. 

Enteroptosis  of  the  small  intestines  is  still  less  im- 
portant unless  complicated  with  adhesions  which  may 
be  simply  a  complication  or  in  other  cases  these  adhe- 
sions may  be  partly  responsible  for  the  enteroptosis. 

The  splenic  and  hepatic  flexures  of  the  colon  are 
the  only  portions  of  that  organ  that  are  rarely  involved 
in  enteroptosis;  the  cecum,  transverse  and  descending 
colon  and  the  sigmoid  flexure  may  be  found  at  any 
level  of  the  abdominal  cavity.    This  is  probably  due  in 
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most  cases  to  faulty  fetal  development,  as  shown  by  Bab- 
cock  and  others.  Whenever  the  malposition  of  this  organ 
is  sufficient  to  cause  so  much  obstruction  to  the  passage 
of  feces  as  to  impair  the  patient's  health  because  of  the 
resultant  malnutrition  or  auto-intoxication,  the  opera- 
tion introduced  by  Mr.  Lane  for  the  removal  of  the 
oflFending  portion  of  the  colon  is  undoubtedly  the  most 
rational  form  of  treatment,  but  in  this  country  this 
operation  is  but  rarely  indicated,  primarily  because 
the  habits  of  Americans  preclude  the  conditions  of  fecal 
accumulation  encountered  in  so  many  patients  of  the 
lower  classes  in  some  European  cities.  In  the  greatly 
exaggerated  conditions  encountered  in  Hirschsprung's 
disease,  excision  is  of  course  invariably  indicated,  pref- 
erably by  the  simple  method  described  by  Judd.* 

In  our  clinic  we  find  ptosis  of  the  transverse  colon  in 
more  than  25  per  cent,  of  patients  operated  on  for  other 
conditions  in  whom  this  condition  has  no  relation  to  the 
disease  of  the  patient  and  is  imdoubtedly  either  con- 
<?enital  or  due  to  abnormal  intra-abdominal  pressure 
during  childhood. 

In  case  of  obstruction  to  the  ureter  due  to  nephroptosis 
nephrorrhaphy  is  indicated  by  one  or  the  other  of  several 
efficient  methods  which  have  been  thoroughly  tried.  In 
gastroptosis,  causing  pyloric  obstruction  the  operation  for 
supporting  the  stomach  introduced  by  Beyea*  is  indi- 
cated, because,  while  it  overcomes  the  mechanical  diffi- 
culty in  the  case,  it  does  not  fix  the  organ.  All  opera- 
tions which  serve  to  fix  intra-abdominal  organs  for  the 
relief  of  enteroptosis  are  bad  because  they  introduce  a 
condition  resulting  in  much  more  harm  than  is  done 
by  the  enteroptosis  itself.  The  intra-abdominal  organs 
are  normally  in  a  floating  condition  which  insures  com- 
fort to  the  patient  and  protects  these  organs  against 
jarring,  hence  the  necessity  of  maintaining  this  condi- 
tion. 

3.  Judd,  E.  S. :   JourDal-Lsncet.  Jan.  1,  1009,  St.  Paul,  Minn. 

4.  Boyea,  Henrj  D. :  Am.  Med..  Oct  8.  1004. 
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The  relief  of  the  condition  of  ptosis  of  the  pelvic 
organs  has  been  thoronghly  studied  and  described  by 
those  interested,  especially  in  the  field  of  gynecology. 

Here  also  the  fixation  of  organs  has  been  wisely  con- 
demned. One  condition  should  be  mentioned  here  be- 
cause it  is  constantly  encountered  both  by  the  surgeon 
and  by  the  gynecologist,  I  refer  to  the  pendulous  abdo- 
men which  Quincke*  discussed  fully  in  connection  with 
all  forms  of  enteroptosis.  When  present  in  connection 
with  umbilical  hernia  it  should  be  relieved  by  a  very 
extensive  sliding  of  transverse  flaps  introduced  by  W.  J. 
Mayo  for  the  treatment  of  umbilical  hernia.  When  no 
umbilical  hernia  is  present,  then  we  should  employ  the 
method  of  overcoming  the  diastasis  of  the  recti  muscles 
introduced  by  Clarence  Webster,  consisting  in  laying 
bare  the  rectus  abdominus  muscle  on  either  side  of  a 
median  incision  by  laying  open  the  fascia  and  then 
suturing  all  of  the  layers  successively  securing  union 
between  the  internal  edges  of  the  recti  muscles.  In  all 
cases,  no  matter  what  the  condition  may  be,  for  which 
the  patient  has  been  subjected  to  an  abdominal  section 
in  which  enteroptosis  and  diastasis  of  the  recti  muscles 
are  present,  this  operation  is  indicated. 

The  important  point  about  this  operation  comes  from 
the  fact  that  it  corrects  the  vertical  relation  of  the  in- 
tra-abdominal viscera  to  the  pelvis,  placing  them  above 
instead  of  in  front  of  the  pelvis. 

We  still  have  to  account  for  a  ptosis  of  liver,  gall- 
bladder, urinary  bladder  and  spleen. 

In  a  moderate  degree  of  ptosis  of  the  liver  relief  can 
be  obtained  by  making  a  longitudinal  incision  parallel 
with  the  right  rectus  abdominis  muscle  and  splitting 
this  muscle  longitudinally  for  a  distance  of  5  cm.  down- 
ward from  the  last  rib  and  then  suturing  the  gall-blad- 
der to  the  edge  of  the  wound,  the  sutures  grasping  peri- 
toneum and  transversalis  fascia.  The  gall-bladder 
should  be  opened  and  drained  for  two  or  three  weeks, 

5.  Quincke,  H. :  Therap.  d.  Gegenw..  1005.  xlvl,  10. 
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which  will  usually  result  in  a  marked  decrease  in  the 
size  of  the  liver. 

The  same  operation  gives  relief  in  patients  suffering 
from  ptosis  of  the  gall-bladder,  which  is  frequently  ac- 
companied with  an  accumulation  of  thick,  viscid  sandy 
bile  or  gall-stones  in  the  gall-bladder  with  more  or  less 
obstruction  of  the  cystic  duct.  These  patients  should 
cease  wearing  corsets  and  should  wear  their  skirts  sus- 
pended from  their  shoulders  in  order  to  remove  the 
abdominal  pressure  from  these  sources. 

In  extreme  cases  of  ptosis  of  the  liver  the  anterior 
surface  should  be  roughened  by  friction  with  dry  gauze 
and  a  number  of  chromic  catgut  sutures  should  be  used 
to  unite  the  anterior  surface  of  the  liver  with  the  par- 
ietal peritoneum.  The  fixation  thus  obtained  is  not 
nearly  so  satisfactory  as  the  support  obtained  by  the 
cholecystorrhaphy  in  the  milder  cases. 

In  ptosis  of  the  spleen  operation  is  indicated  only 
when  there  is  obstruction  due  to  extreme  mobility  of 
the  organ  suspended  by  a  long  pedicle.  A  pocket  may  be 
formed  of  the  peritoneum  into  which  the  loose  spleen  is 
fastened.  I  have  removed  the  spleen  in  such  cases,  but 
the  experience  in  either  of  these  operations  is  too  small 
to  be  valuable. 

In  all  cases  of  enteroptosis,  dietetic  and  hygienic 
measures  must  be  employed  in  the  after-treatment  in 
order  to  eliminate  as  far  as  possible,  abnormal  intra- 
abdominal pressure  from  every  source,  but  especially 
from  gaseous  distention  and  constipation. 

2106  Sedgwick  Street. 

ABSTRACT  OF  DISCUSSION 

ON    PAFEBS    OF    DBS.    SKINNEB,    MUSSES,    0CH8NEB    AND    8MITH|^ 
FOBMINO   A  SYMPOSIUM   ON  BNTCB0PT08IS 

Db.  Max  Einhobn,  New  York:  I  think  it  was  in  1895 
or  1896  that  mj  paper  on  'Movable  Kidney  and  its  Treat- 
ment/' was  published  in  the  Medical  Record.  At  that  time 
most  movable  kidneys  that  were  recognized,  were  operated  on, 
and  I  think  I  stood  almost  alone  in  the  opinion  that  movable 
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kidneys  should  not  be  operated  on.  It  is  not  movable  kid- 
ney alone  that  gives  the  trouble,  but  there  is  usually  associ- 
ated a  movable  stomach,  or  liver,  or  other  organ.  Such  con- 
ditions are  found  more  often  in  women  than  in  men.  Whether 
or  not  it  is  congenital  is  difficult  to  state.  I  am  of  the 
opinion  that  in  some  cases  there  is  congenitally  a  tendency 
to  develop  such  anomalies.  That  such  conditions  exist  in  nor- 
mally developed  children,  who  later  develop  affections  that 
lead  to  enteroptosis,  we  have  ample  proof  in  the  fact  that 
proper  treatment  brings  permanent  cure.  If  the  condition 
existed  from  birth  this  would  not  be  so.  Another  point 
is  that  a  strict  diet  is  just  the  opposite  to  what  is  required. 
In  all  these  patients,  unless  there  is  a  strong  contraindication, 
it  is  important  to  make  them  eat.  The  patient  may  tell 
you  that  he  cannot  eat  eggs.  If  you  will  allow  this  to  guide 
you,  you  will  never  succeed.  Tell  your  patient  to  eat  a  little 
at  a  time,  and  that  in  two  or  three  weeks  he  will  find  he 
can  eat  everything,  and  that  is  the  only  way  to  cure  such 
patients. 

I  do  not  think  that  enteroptosis  as  such  gives  rise  to  great 
disturbance  of  the  motility  of  the  stomach.  If  you  find 
food  in  the  stomach  in  the  morning  with  a  prolapsed  condition, 
the  prolapse  is  not  the  cause  of  the  stomach  not  being  emptied. 
There  may  be  some  other  condition  associated.  I  would 
say  that  this  is  not  a  phenomenon  of  enteroptosis. 

Db.  R.  C.  Ck)FFET,  Portland,  Ore.:  It  is  pleasant  to  see  an 
afternoon  devoted  to  this  subject  in  a  surgical  section  of  the 
American  Medical  Association  inasmuch  as  many  of  the  lead- 
ing surgeons  of  our  country  have  absolutely  opposed  surgical 
treatment  of  these  cases.  The  first  patient  whom  I  treated 
surgically  was  one  in  whom  I  could  find  nothing  else  wrong. 
The  patient  had  gone  from  the  condition  of  a  strong,  healthy 
woman  to  a  condition  of  severe  vomiting,  just  as  if  she  had 
an  obstructive  ulcer  at  the  pylorus.  I  had  heard  of  nothing 
at  that  time  that  had  been  done  on  the  subject.  I  told  the 
patient's  husband  what  I  would  like  to  do  in  the  case  and  he 
consented.      I  sutured  the  omentum  to  the  abdominal  wall. 

The  patient  fully  recovered  and  weighs  160  pounds;  she 
weighed  80  at  the  time  of  the  operation.  Since  then  I  have 
operated  on  22  other  patients  for  ptosis  of  the  stomach.  I 
think  Dr.  Clark  has  given  us  one  of  the  best  pieces  of  advice 
to-day:  not  to  operate  for  the  pathologic  condition  as  it 
appears  from  the  clinical  examination,  but  to  operate  for 
symptoms  alone.  I  remember  that  Dr.  Clark,  some  years  ago, 
in  a  paper  advocated  this  operation  in  certain  cases  in  which 
he  had  incidentally  found  the  stomach  low  down  while  doing 
other  abdominal  operations.  I  am  glad  that  he  has  changed 
his  opinion.  We  never  should  operate  on  the  stomach  simply 
I)ecau8e  it  is  low.    In  but  two  cases  have  I  operated  in  which 
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the  patient  was  not  an  absolute  invalid.  That  is  the  rule 
that  we  should  adopt.  In  only  three  cases  have  I  operated  for 
general  ptosis.  Most  of  my  operations  have  been  for  prolapse 
of  the  stomach  alone.  Four  patients  had  displaced  liver  and 
one  or  two  had  displaced  kidneys.  There  were  two  cases  of 
general  ptosis;  operation  was  done  in  two  stages.  In  one  case 
the  patient  had  been  an  invalid  for  five  years.  The  stomach 
was  also  prolapsed  and  the  uterus  retroverted,  as  is  common 
in  these  cases.  I  anchored  the  stomach,  liver  and  kidneys, 
and  suspended  the  uterus  at  one  operation.  I  found  the  con- 
genitally  narrowed  condition  which  had  been  mentioned  and 
on  attempting  to  close  the  abdomen  it  seemed  too  small.  I 
had  then  turned  the  fascia  of  the  rectus  in  from  above,  leav- 
ing only  the  posterior  portion  of  the  fascia,  thus  extending 
the  abdomen  at  least  two  inches.  Six  weeks  later,  I  made  two 
incisions,  one  on  each  side  midway  between  the  umbilicus  and 
anterior  superior  spine  of  the  ilium,  and  parallel  to  the  fibers 
of  the  fascia  of  the  external  oblique.  The  fascia  was  over- 
lapped for  two  inches  on  each  side,  as  shown  in  article  in 
Surgery,  Gynecology  and  Ohsietrioe,  thus  changing  the  entire 
contour  of  the  patient's  abdomen.  The  patient  is  doing  her 
own  work  and  feels  absolutely  well.  In  two  other  cases  I  did 
the  same  thing. 

Db.  C.  F.  p.  Korssell,  Chicago:  I  emphatically  believe  in 
the  surgical  treatment  of  enteroptosis.  I  have  had  some  little 
experience  and  endorse  the  view  of  intra-abdominal  pressure 
being  a  causative  factor  of  great  importance.  In  seventy-four 
women  and  two  men  operated  on  for  enteroptosis  by  a  new 
method,  sixty-three  had  previous  diagnosis  and  were  deliber- 
ately operated  on  for  its  relief.  Eighteen  of  them  had  previously 
been  operated  on  for  gynecological  troubles  without  relief. 
My  work  has  been  in  aggravated  cases,  in  patients  prostrated, 
useless,  and  with  life  a  burden.  They  have  been  mostly 
those  complicated  with  pelvic  troubles  and  in  quite  a  large 
percentage  the  small  intestines  were  principally  involved, 
being  prolapsed  into  the  lower  pelvis  below  the  promontory 
of  the  sacrum  and  bent  back  around  its  acute  angle,  usually 
with  the  uterus  pressed  down,  retroverted  and  the  fundus 
resting  on  the  intestines,  compressing  them  against  the  sa- 
crum. The  operation  is  done  through  a  transverse  or  the  usual 
incision,  above  the  symphysis.  After  raising  the  intestines 
and  emptying  the  pelvis  completely  of  intestines,  packing 
them  out  of  the  way,  an  incision  is  made  in  the  posterior 
peritoneum  about  one  inch  long  just  to  the  right  of  the 
rectum,  either  transversely  or  longitudinally;  then  grasping 
the  cul-de-sac  of  Douglas,  or,  in  some  cases,  the  neck  of  the 
uterus,  well  down  with  a  tenaculum  forceps  and  approximat- 
ing it  posteriorly  to  the  sacrum  just  below  the  promontory 
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and  stitching  it  into  tbe  cut  in  peritoneum  with  chromicixed 
catgut  or  silk,  a  firm  anchorage  is  secured  for  the  uterus 
posteriorly  and  permanent  suspension.  The  same  procedure  is 
carried  out  to  the  left  of  the  rectum  with  or  without  incisiDg 
the  peritoneum.  The  sutures  are  continued  on  each  side  from 
these  central  points  of  suspension  for  sewing  the  broad 
ligaments  on  the  same  level  to  the  sacral  peritoneum,  a  half- 
inch  below  the  promontory,  until  the  true  pelvis  is  entirely 
closed  up  by  a  diaphragm  of  double  layers  of  peritoneum, 
which  experience  has  shown  to  be  of  ample  strength  to  keep 
the  abdominal  organs  out  of  the  pelvis. 

I  have  deferred  reporting  this  work  in  the  hope  of  having 
some  of  these  patients  come  through  pregnancy,  but  have  so 
far  waited  in  vain.  However,  I  do  not  believe  the  condition 
produced  would  materially  interfere  or  eomplipate  natural 
labor,  especially  if  one  were  not  in  too  great  haste.  Such 
patients  should  have  ample  dilatation  of  the  cervix  before 
resorting  to  the  use  of  forceps. 

Db.  J.  H.  CAB8TEI78,  Detroit:  Prevention  is  the  great 
desideratum.  The  illustrations  of  Dr.  Smith  show  the  pecul- 
iar shape  of  the  body,  which  indicates  the  tendency  toward 
general  abdominal  ptosis.  This  being  the  case,  we  should 
prevent  the  latter  by  systematic  development  of  the  body  by 
physical  exercise  and  not  too  much  school  work.  Why  do  we 
have  so  much  ptosis  and  neiurasthenia  ?  Because  many  of  the 
girls  at  this  age  are  ambitious;  they  want  to  learn  and  to 
become  stenographers,  teachers  or  members  of  some  other 
profession,  and  still  they  haven't  the  right  kind  of  brain;  they 
learn  with  difficulty;  they  must  study  hard,  until  late  at 
night.  To  make  matters  worse,  perhaps  some  good  aunt  pays 
for  a  music  teacher  and  they  also  play  on  the  piano  during 
this  stage  of  development,  and  then  when  they  are  18  or  19 
years  old  graduate  from  the  high  or  normal  school  physical 
wrecks,  with  a  certain  amount  of  mental  development  and 
with  a  sour  and  cross  temper.  We  must  prevent  this  condi- 
tion. Such  a  girl  must  stop  her  education  for  a  few  years; 
she  can  make  it  up  easily  afterward,  if  necessary.  Such  a 
girl  must  be  sent  to  the  country.  Let  her  jump  over  the 
fences,  chase  the  cows,  feed  the  chickens,  fall  in  the  river, 
swim,  row  a  boat;  in  other  words,  be  a  regular  "tom-boy." 
With  plain  nourishing  food,  in  the  course  of  a  few  years  she 
will  develop  into  a  strong,  healthy  woman  with  a  virile  body, 
with  not  so  much  learning,  but  with  a  sweet  temper. 

Db.  a.  W.  Crane,  Kalamazoo:  It  seems  to  me  that  the 
usefulness  of  the  a?-ray  examination  of  the  stomach  and 
intestines  by  surgeons  is  greatly  circumscribed.     It  is  men- 
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tioned  but  little  in  the  books,  in  journals  and  in  works  on 
the  dP-ray  itself.  It  does  not  seem  to  be  described  in  the 
books  on  general  surgery  and  medicine.  To  my  mind  the 
dp-ray  examination  of  the  stomach  and  intestines  often  fur- 
nishes more  complete  information  than  experimental  opera- 
tion. A  surgeon  may  not  be  able  to  tell  whether  an  ulcer  of 
the  stomach  is  present  or  not,  even  though  he  has  the  stomach 
in  his  hand,  but  he  may  be  able  to  tell  from  the  a;- ray  exami- 
nation that  such  exists.  It  seems  to  me  that  except  in  emer- 
gency cases,  no  surgery  of  the  stomach  or  intestines  should 
be  done  until  w-r&y  examination  had  been  made. 
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Carley.  H.  D..  8332  Bell  Ave.,  St. 

Louis. 
Carpenter,  Bi.  C,  Fairfield,  la.    8. 
Carroll,    Jane    W.,    286    Ashland 

Ave..  Buffalo,  N.  Y.     6. 
Carson,  O.  W.,  4104  Pine  St.  St., 

Louis,  Mo.     0. 
Carstens,    J.    H.,    620    Woodward 

Ave.,  Detroit     4,  6,  6,  7,  9,  0. 
Carter,  Helen  L.,  2  Lombardy  St, 

Newark,  N.  J.     9. 
Carver,   B.   H.,  Providence,  R.   I. 

4,  6. 
Carvlll,   Lissie   Maud,   Somerville, 

Mass.    6. 
Cartwrlght,  Richard,  Salem,  Ore. 

5. 
Castle,  H.  A.,  Pocatello.  Idaho.    6. 
Cates,    A.    B.,    2824    Park    Ave.. 

Minneapolis.    6. 
Cathcart,    R.    S.,    66    Hasell    St., 
Chalfant  S.  A..  6718  Rippey  St, 

PitUburg,  Pa.    0. 

Charleston,  S.  C.    6,  8. 
Chandler,   S.,   2010  Chestnut  St., 

Philadelphia.     4,  6,  7.  9. 
Chard,    Marie    L.,    616    Madison 

Ave.,  New  York  City.     9. 
Chase,    W.    B.,    1060    Park    PL, 

Brooklyn.     7,  9. 
Chason,  J.  D.,  Bainbridge,  Ga.    3. 
Chenery,  F.  L.,  Wayne,  Me.     6. 
ChUton,  J.  c.«  Hannibal,  Mo.    8. 
Cholerton.     Herbert     Somerville, 
Mass.     6. 


Chrlsman,  W.  D.,  Bradford,  111.  8. 

Chumbley,  C.  A.,  Rocky.  Okla.     0. 

Churchill,  John  Darling,  Ply- 
mouth, Mass.     6. 

aagett  L.  S.,  Blairsville.  Pa.     6. 

Clark,  E.  S.,  Sumas,  Wash.     6. 

Clark.  John  G,  2017  Walnut  St., 
Philadelphia.     4.  6,  0,  0. 

Clark,  M.  T^,  Temple,  Okla.     0. 

Clark,  S.  M..  D.,  1436  Harmony 
St,  New  Orleans,  La.    6,  9. 

Clark,  Margaret  V.,  Waterloo, 
Iowa.    6. 

Clark,  O.  H.,  Kalamasoo.  Mich.  6. 

Cleaves,  Margaret  A.,  616  Madi- 
son Ave.,  New  York  City.     7. 

ClPgg,  J.  T..  Siloam  Springs,  Ark. 

Cobb.   F,   A.,  1683  Western  Ave., 

Tolf-do,  Ohio.     8. 
Corrman,      Walter     R.,     Mohawk 

Blilg.,  Portland,  Ore.     5. 
Cohpn.   B.,  407  Niagara  St,  Baf- 

falo.     8.  9. 
Cole*    Lpwl6    G..    103   Park    Ave., 

N^^w  York  City.     7. 
Coli!B,    s^trlck^ir,   Bryn   Mawr,  Pa. 

4,  9. 
Collier,  B.  L.,  Roscoe,  Pa.     6. 
Conard,  J.  W.,  Sumner,  Mo.    8. 
Conaway,     *V.     P.,    1723    Pacific 

Ave.,  AUantic  City.     4,  9. 
Congdon,    C.    E.,    859    Humboldt 

St.,  Buffalo.     4,  6. 
Conner,    A.    L.,    7066    Main    St. 

PhUadelphU.     7. 
Cook.  Chas.  P..  New  Albany,  Ind. 

0. 
Cook    H.   F..    15    RoseviUe   Ave.. 

Newark,  N.  J.     8.        ^^^  ^      ^ 
Cooper,  B.  M.,  Carleton.  Mich.    8. 
Cooper,  J.  F..  413  Main  St.  Peo- 
ria, 111.     8. 
Cooper,    St.    Cloud.    Fort    Smith. 

Ark.    0. 
Copeland,  M.  A..  721  S.  20th  St., 

Birmingham,  Ala.    0. 
Cotter,  B.  J..  301  Shawmut  Ave., 

Boston,  Mass.     9. 
Cowle,    Fannie    W.,    356    Central 

Ave.,  Hot  Springs,  Ark.  9. 
Cox,  Bdgar,  Kokomo,  Ind.  8. 
Craig   D.  H.,  886  Commonwealth 

Avp ,  Boston.     4,  6,  6,  7,  8. 
l:raiff.  N.  K,.  Ji^QUlngs,  La.     8. 
CraiKhoAii.  C.  r.,  Athens,  La.     9. 
(rain.  U.  R,  tarterville.  111.     0. 
Crawford.    Sarah  M.,   144   Dudley 

St,  BfWton.     6. 
<:rfgar,  V.  B.,  Plalnfleld,  N.  J.     9. 
Crist.    O.    II..   2009   E.    Main   St, 

Drtnvllt^,    111.     8. 
Crosby.  Wm.  S..  328  S.  17th  St.. 

PhiladelphU.     9. 
Crossen,  H.  S.,  4477  Delmar  Ave.. 

St.  Louis.  Mo.    9,  0. 
CrowelK    Samuel,    8    Monadnock 

St..  Dorchester.  Mass.     6. 
Crowley,  J.  M..  Ellsworth.  Minn. 

8. 
Culbertson,  Carey,  2864  Washing- 
ton Blvd.,  Chicago.    8,  0. 
CuUen,  T.   8..  3  W.   Preston  St. 

Baltimore.    4.  6.  7,  8. 
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Cnnningiiam.     J.      W..      Stanley, 

Wig.     8. 
Curtis.  A.   Nm   4205  Virginia  St., 

St.  Louis.     0. 

Da  CoHtn.   John   C,   1022  Spruce 

St.,  Philadelphia.     4,  9. 
Dadman.    Eliza    J.,    483    Beacon 

St.,  Boston.     8. 
Dall.  A.  W.,  Cement,  Okla.    0. 
Damonr.  F.,  Bolckow,  Mo.     0. 
Damron,  O.  H..  Sllex.  Mo.     0. 
Darling,   Chas.    B.,    419   Boylston 

St.,  Boston.    6. 
Damall.  W.  E.,  1704  Pacific  Ave.. 

Atlantic  City.     6,  9. 
Dirroch,  8.  C  Cayuga,  Ind.     8. 
Davenport.  J.  H.,  210  Benefit  St., 

Providence,   R.   I.  6. 
Daubenspeclc,  C.  F.,  226  N.  Main 

St.,  Butler,  Pa.     8. 
Davidson,    H.    A.,    418    Atherton 

Bldg.,  Louisville,  Ky.     8. 
Davidson,    H.    S.^    Woods    BIocIe, 

Alcron.  Ohio.     8. 
Davis.  Bessie  D..  21  Magazine  St., 

Cambridge,  Mass.     6. 
Davis,  D.  W..  Wellston,  Ohio.    9. 
Davis.    E.    C.    Eng.    Amer.    Bldg., 

Atlanta.  Ga.     0. 
Davis,  E.  N.,  120%  Main  St.,  Lit- 
tle Rock,  Ark.      0. 
Davis,  Edward  P.,  250  S.  21st  St., 

Philadelphia.     6,  7. 
Davis.  Effa  V.,  2314  N.  Clark  St, 

Chicago.     5,  6. 
Dlavis,  Ella  M.,  Holyoke,  Mass.    9. 
Davis,  E.  W.,  Seymour,  Conn.     9. 
Davis,  Fannie,  Oil  City,  Pa,    9. 
Davis,  J.  C,   19  Cumberland  St., 

Rochester,  N.  Y.     4.  9. 
Davis,    J.    E.,   831   Fort    St.,    W., 

Detroit     8. 
Davis,  John  D.  S.,  2031  G.  Ave., 

Birmingham,  Ala.     6,  7,  0. 
Davis,   R.   A..   1006  N.   Stete  St., 

Chicago.     8. 
Davis,  S.  R.,  Lynn,  Mass.       6. 
Davenport.       Francis      H.,       419 

Boylston  St.,     Boston.     6. 
Day,     Mary     Gage,     Klngston-on- 

Hudson,  N.  Y.     9. 
Deal,   John   C.   3911    Locust  St., 

Philadelphia.     9. 
Dean,  W.  F.,  Osceola,  Iowa.     8. 
Dearborn,    8.    8..    Nashua,    N.    H. 

6. 
Deaver,    John    B.,    1634    Walnut 

St,  Philadelphia.     7. 
Delchmann.    O.    H.,    Odd    Fellows 

Bldg..  Springfield.  III.    0. 
DeLee,  J.  B.,  5028  Ellis  Ave.,  Chi- 

cago.     8. 
Denning,   Edward   J..   216  Broad- 
way, 8o.  Boston.     6. 
Dever,  U.  A^  El  Reno,  Okla.     0. 
Dew  Ire,  M.  V.,  Sharon,  Wis.     8. 
Dickes,    John    T.,    Portland,    Ind. 

6. 
Dickson,       B.       V.,       Covington, 

Tenn.     8. 
Dickson,    W'.    F.,    6331    Woodlawn 

Ave.,  Chicago.     5,  8. 
DImond.  8.  B.,  Albany,  111.     8. 


Doane,  Harriet  M.,  Fulton,  N.  Y. 
6. 

Doane,  Philip  8.,  1429  X.  State 
St.  Chicago.     0. 

Dodge.  Wm.  E.,  103  State  St.. 
Chicago.    6. 

Doederleln.  T.  J.,  752  Fullerton 
Ave.,  Chicaso.     0._      ^^^    ^ 

Doherty.  WUllam  B..  1520  W. 
Biarket  St,  Looiivllle.  Ky.    7. 

Dolley,  Oilman  C,  U.  8.  A.  Hos- 
pital. Ft.  Leavenworth.  Kan.  9. 

Donoghue,  Francis  D.,  864  Bea- 
con St.,  Boston.    5,  6,  7,  9. 

Dorland,  W.  A.  N.,  126  8.  17th 
St.,  Philadelphia.     4,  9. 

Dorsett  E.  L..  26  Llnmar  Bldg.. 
St  Louis.     8,  0. 

Dorsett,  W.  B.,  5070  Washington 
Blvd.,  St.  Louis.  4,  5.  6,  7.  8. 
9,  0. 

Dorsey.  F.  B.,  Keokuk,  Iowa.  6. 
8,  0. 

Downs,  A.  A..  Fairfield.  Me.     6. 

Down?*,   A     -T  ,   ?M>?5  Johnson  Blk.. 

DiPrhslpr-  Lou  la.  2T01  Blair  Ave.. 
St.   LnulB.     0, 

l>rii?;klD,  SJinnu^l  J.,  214  E.  Broad- 
nuv,  NVw  York  City-     9. 

iHiir^fi.  J.  B..  rolurobus,  N.  J.     9. 

Iii]t'ki-r!iig.  1^.  W„  iSS  Beacon 
St.,  Boiiton.     6. 

Duckett  J.  D..  2403  Odin  Ave., 
Houston,  Tex.     6. 

Dudley,  B.  C,  1545  Astor  St.,  Chi- 
cago.    6. 

Dummit.  Manford,  Pierce  City, 
Mo.     0. 

Dunlap,  Elbert  Wilson  Bldg..  Dal- 
las, Texas.     0.  . .  ^ 

Duncan,  H.  A..  2721  W.  l>hlgh 
Ave.,  Philadelphia.     9. 

Dwyer^  John  E.,  878  Mass.  Ave.. 
Cambridge,  Mass.     6. 

Dye,  E.  A..  South  Vienna,  Ohio.  8. 

Earnest,  John  G.,  Candler  Bldg., 

Atlanta,  Oa.    6. 
Eastman,     Thomas    Barker,     708 

Indiana    Pythian    Bldg.,    Indi- 
anapolis.   5,  8. 
Edward,  J.  T,  Wilbur,  Wash,     8. 
Edwards,     William,     Bowdle,     8. 

D.     8. 
Ehrenfest,    Hugo,    4619    McPher- 

son  Ave.,  St  Louis.     0. 
Eidmann,    Walter    P.,    3160    Mor- 

ganford  Rd.,  St  Louis.     0. 
Elsenmann,   Frank,   212   E.   Main 

St.,  LouisvUle,  B:y.     8. 
Eldred.  C.  C.  Joliet  HI.     5.      ^ 
Engle,  Perry,  Newton,  Iowa.     8. 
English.  C.  H.,  Ft.  Wayne,  Ind.  8. 
Bskey,  li*.  W.,  Tuscola,  III.    8. 
Estel.  G.  A.,  Jacob.  III.     0. 
Estes,  O.  B.,  Astoria.  Ore.    5. 
Evans,  F.  W..  Coos,  N.  H.     6. 
Evans,  George  B..  17  S.  WUkinson 

St.,  Dayton,  Ohio.     6. 
Evers.  Emile  T.,  1238  Hodlamont 

Ave.,  St  Louis.    0. 
Ewer,   Edward  N.,  Oakland,  Cal. 

5. 
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Fair.  Robert   P..  481  Beacon  St., 

Boston.     6. 
Farquabarson,    H.    M.,    34    Wasb- 

ington  St.  Cblcago.     8. 
Farr,  B.  L.,  3  Higbland  St..  Bos- 
ton.    6. 
Ferbert,    J.    C,    California    Club. 

Los  Angeles.  Cal.     4.  5. 
Ferguson.   Cbas.   B.,   328   Newton 

CTaypool  BIdg.,  Indianapolis.  5. 
Ferrln.    Carlisle     Franklin.     New 

London.  Conn.     6. 
Fischer.  A.  F..  Hubbell.  MIcb.     8. 
Fisber.  John  M.,  222  S.  15tb  St.. 

Philadelphia.     6,  7.  9. 
Fisher,  V.  L.,  Mt.  Vernon.  O.    8. 
Fisher,  W.   H.,  416  Colton  Bldg.. 

Toledo.  O.       8. 
Fitch,   W.   H.,  Rockford.  111.     8. 
Fithlan.    J.    W..    608    Broadway. 

Camden.  N.  J.     6,  0. 
Fitts,  Alston,  Tuscaloosa.   Aln.      7. 
Fleming,   Arthur    Bowles.    Tama- 

qua.  Pa.     6,  8. 
Fleming,   C.   K..  California   Bldg.. 

Denver.     0. 
Flower,  W.  Z..  Gibbon,  Minn.     8. 
Floyd,  J.  C.   M..  224  N.   5th    St., 

Stenbenvllle,   Ohio.     6. 
Flnemer   O.  C,  Tenn.  Trust  Bldg., 

Memphis.    Tenn.     9. 
Fockler.  G.  W.,  Delavan,  111.     0. 
Forrest.  G.  W.  K.,   1000  Jackson 

St.,  Wilmington,   Del.     7. 
Formad.  Marie  K.,  927  N.  Broad 

St.,  Philadelphia.  4,  6.  8. 
Forster.  Davis.  Sanford,  Fla.     6. 
Fort,     R.     B..    209    N.    Vine    St., 

Nashville,  Tonn.     6.  9. 
Foster,    Frank    P..   554   W.    114th 

St.,   New  York  City.     9. 
Foulkrod.    Collin,    4022    Chestnut 

St.,  Philadelphia.    0. 
Foye.   A.  Francis,   1118  13th  St.. 

Washington,   D.   C.     9. 
Frame,  C.  N.,  Bwing,  Mo.     0. 
Frankenthal,    L.    E..   4825   Wood- 
lawn   Ave.,    Chicago.     8. 
Fraser.  J.  C,  E.  Weymouth,  Mass. 

6. 
Frederick,    C.    C.    64    Richmond 

Ave.,    Buffalo,    N.    Y.     6.    7,    8. 

9,  10. 
Freeburg,    H.   M..    Watertown,    S. 

D.     8. 
Freeman.  T.  O..  Mattoon.  111.     0. 
French.  Charles  L.,  271  High  St.. 

Clinton.   Mass.     6. 
Proebllch,        Herman,        Hlbblng. 

Minn.     0. 
Fry,    H.    D..    1601    Conn.    Ave.., 

Washington,  D.  C.     4.  6,  7,  8. 

9.  10. 
Fuchs.  Walter  H..  3202  Lafayette 

Ave..  St.  Louis.     0. 
Pubrmann.  R.  H.,  3221  California 

Ave.,  St.  Louis.    0. 
Fnmiss.  II.  D..  893  W.  End  Ave., 

New  York  City.     9 


Gageter,   L.   II.,   New   Castle.    Pa 

Ga* 
Ga 

1 


Gaines.   Wm.  S.,   Hlllyard,  Wash. 
Gallager.    Harry.    Glenolden.    Pa. 
9. 


Gallant,   A.   Ernest.   540  Madison 

Ave.,  New  York  City.     5.  6.  7. 

8.  9. 
Garceau.  Edgar.  397  Marlborough 

St.,  Boston,  6,  7,  8. 
Gardner,  M.  N..  Greenleaf,  Kan.  0. 
Gardner,   Wm.    S.,    6   W.    Preston 

St..  Baltimore.  Md.     4.  0.  9,  0. 
Garland,    W.    R..    6    Russell    St., 

Plymouth.  N.  H.     6. 
Garrabrant.     C,      1001      Atlanta 

Ave..  Alantlc  City,  N.  J.     6,  9. 
Garver.  Bessie  J.,  Iowa  Falls.  la. 

8. 
Gaston,    Ida    E..    2833    Diamond 

St..    Philadelphia.     4.   6. 
Gaver.   W.  E.,  Mt.   Airy.  Md.  6. 
Gay,    H.    8..    1087    Boylston    St.. 

Boston.     6. 
Gayler.  W.  C.  4101  Laclede  Ave.. 

St.   Louis.     0. 
Gehrung.  Eugene  C,  1368  Down- 
ing St.,  Denver.     0. 
Gellhom.  George,    Linmar    Bldg., 

St.  Louis.     8,  0. 
Gilbert,  W.  H.,  Evansvllle,  Ind.  o. 
GHcreest,   J.     Edw..     Gainesville. 

Texas.     5. 
Gillespie.  G.  B.,  Covington.  Tenn. 

Girvin.    John    H.,    3912    Walnut 

St..   Philadelphia.     4.   9. 
Gilliam.  D.  Todd.  50  N.  4th  St.. 

Columbus.   Ohio.     7.   8.    0. 
Gillmore.  Robert  T..  1230  E.  63<1 

St.,  Chicago.     6,  7,  0. 
Glaser.    M.    J..   1826   S.   Jefferson 

Ave..  St.  Louis.     0. 
Glasgow.    Frank   A.,    3894    Wash- 
ington Ave.,  St.  Louis.     0. 
Gledhill,     Henry  R.,     JerseyvlUe. 

111.     6.  0. 
Glidden.  C.  H.,  Little  Falls.  X.  Y. 

4.  6. 
Gobble,  H.  W..  Greenfield.   111.    8. 
Godfrey.    W.    L.,    2   E.    Main    St.. 

Battle  Creek.   Mich..  6,  7.  «. 
Goffe.    J.    Riddle.      616      Madison 

Ave..    New    York    City.     4.    5. 

6.  7,  0. 
Golden,  W.  W.,  Elkins,  W.  Va.    9. 
Goldspohn,     A.,     2118    Cleveland 

Ave.,  Chicago.     4.  5,  6,  7.  0. 
Goodrich.     Wm.     A..    Waterbury. 

Conn.     9. 
Goodwin.    E.    M..    724    E.    lOotb 

St..   Cleveland,   O.     8. 
Gordon.    Seth    C.    Fryeburg.    Me. 

6.  7. 
Goss,  E.  L.,  Carrington,  N.  D.    8. 
Grad,     Herman,     159    W.    120th 

St.,  New  York  City.     6,  7.  9. 
Graham.  F.  A..  15th  and  O  Sts., 

Lincoln,    Neb.     8. 
Grant,   W.   II.,   293  Newbury   St., 

Boston.     6. 
Graves,  W.  P..  244  Marlboro  St., 

Boston.     6. 
Gray.    A.    L..    Logan    Bldg.,    St. 

Joseph,  Mo.     0. 
Gray,  C.  A..  Bonham.  Texas.     8. 
Gray,   D.   Frank,    142   Broad   St.. 

Providence,  R.  I.     7. 
Greeley.  J.  T.,  Nashua.  N.  H.  6. 
Green,  B.  F.,  Hillsdale.  Mich.    8. 


Digitized  by 


Google 


370 


Green.     Charles     MontrmTille,    78 

Mmrlboroogh  St.  Boston.     6. 
Greene.  Marj  T.,  CmstUe.  N.  T.  J>. 
Greene,  Thos.  P..  322  Warren  St., 

Boston.       9. 
(;reer.   Bertha  A.,  Lamonl.   Iowa. 

0. 
Griffith.   B.   B..   La  Plante  Bids., 

Vinoennes.   Ind.     8. 
(Sriggs.  Elma  C,  Ithaca,  N.  Y.    5. 
Grimmer,  C.  P.,  Pekln.  111.     8. 
Griscom.    Mary   W.,   253    8.   17th 

St..  Philadelpfaia.     8. 
Grosvenor.  W.   P..  4829  Kenmore 

Ave..   Chicago.     8. 
Ground.    Wm.    E.,   Superior,    Wis. 

5. 
Gnnn.  H.  P..  Galena.  111.     8. 
Guthrie.    J.    R.,    485    I^ocost    St., 

Dnbaqne.   Iowa.     4,  5. 
Guthrie.  W.  A.,  Franklin.  Ky.    6. 

Hackett.  Emma  C.  Waupella 
Lodge,   Dubuque.   Iowa.     8.   9. 

Hafford.  George  C.  Albion.  Mich. 
6. 

HagenBni«er,  G.  L.,  483  Beacon 
St.,  Boston.       6. 

Hall,  C.  Lester,  523  Bryant  Bldg.. 
Kansas  City.  Mo.     4.  6,  0. 

Hall,  Geo.  C.,  3102  SUte  St.. 
Chicago.     8. 

Hall.  R.  B..  Berkshire  Bldg.,  Cin- 
cinnati.    0. 

Hall.  William  L.,  Empire  State 
Bldg^   Spokane.    Wash.     7. 

Hall.  W.  T..  Tarentum.  Pa.     8. 

Holloway,   T.    C.    Lexington.    Ky. 

Hamilton.  Annie  Lee.   657  Boyls- 

ton  St..  Boston.     6. 
Hamilton.  G.   L.   A..   727   Central 

Ave..   Kansas  City.   Kan.     8. 
Harollton.  M.  P.,  Mannlngton.  W. 

Va.     0. 
Hamilton.    S.    S..    Punxsutawnev, 

Pa.     9. 
Hammond.  Prank     C.     3338     N. 

Broad   St..   Philadelphia.     7.   9. 
Handley.     Walter    E..     3516    Pa. 

Ave..   St.   Louis.     0. 
Hanna.     M.     A..     515     Commerce 

Bldg..  Kansas  Citv.  Mo.     O. 
Hanser.     H.     A..     3651     Delmar 

Blvd..  St.  Louis.     0. 
Hangood.    L.    S..    16   Garden    St.. 

Cambridge,    Mass.     6. 
Hardenbergh.    Daniel  B..  7  Orchard 
^  St.,    Mlddletown.   N.   Y.     6.   7. 
Hare.    Charles    Henry.    483    Bea- 
con   St..   Boston.     6. 
Hargrave.  E.  T..  Protestant  Hos- 
pital. Norfolk.  Va.     6.  0. 
Harmann.  M.  P.,  3441  N.  9th  St., 

St.  Louis.     0. 
Harper.    Prances   A..   114   W.   4th 

St..   Pittsburg.   Kan.     6. 
Harper.  J.  G.,  44  N.  Church   St., 

Carbondale,   Pa.     6. 
Harpster.     C.    M..     705     Madison 

Ave..    Toledo.    O.     8. 
Harris,    Philander    A..    453    Park 

Ave..  Paterson.  N.  J..     6.  7,  9. 
Hartley,  L.  D.,  Nebo,  Mo.     0. 
Hartung.  Henry,     2615     Sheffield 

Ave.,  Chicago.     5,  6,  8.  0. 


Harvey,  E.  M.,  Media.  Pa.,     9. 
Hasencamp,  O.,  21  Schmidt  Bldg.. 

Toledo,  O.     8. 
Hasklns,  Mary  G.,  270  Woodward 

Ave.,  Detroit.     9. 
Hawkins,  Vincent  J..  428  S.  Wa- 
basha St,  St.  Panl,    5. 
Hays,  W.  H..  Hannibal.  Mo.     0. 
Healy,  T.  R.,  8  Charter  St..  New- 

buryport,   Mass.     6. 
Healy,   William   P.,   221   W.  57th 

St.,  New  York  City.     7. 
Hedback,    A.   E..   1006  Donaldson 

Bldg.,    Minneapolis.     8. 
Helneberg.  Alfred.  1642  Pine  St.. 

Philadelphia.     9. 
Heinecke.   Geo.   B.,   5634   Georgia 

Ave.,  N.  W.,  Washington,  D.  C, 

9. 
Henkel,   Louis   B.,   Jr..    195  Glou- 
cester St.,  Annapolis.  Md.     6. 
Henry.     W.     O.,     611      Brandels 

Theater  Bldg..  Omaha.    5.  6. 
Herdien.  E.  P..  Martlnton.  III.     5 
Herington,    Warner.    Green    City. 

Mo.     0. 
Heritage,  C.  S..  Glassboro.  N.  J.  8 
Herr.  H.,  Washington,  Ind.     a 
Herriott,  E.  L.,  323  N.  Craig  PK. 

San  Antonio.  Texas.    0. 
Hetrick.    D.    J..    54    N.    5th    St. 

Harrisbnrg.  Pa.     4.  6.  7. 
Hicks,  I.  p..  Dunn,  N.  C.    6. 
Hlelscher.    Helen     Hughes.     Man- 

kato,  Minn.     8. 
Higglns.    C.    W.,    2    George    St., 

Providence.  R.  I.     4.  6,  7.  9. 
Highsmith.  J.  P.,  Payettevllle,  N. 

C.     6. 
Hill.  C.  D..  299  York  St..  Jersey 

City,  N.  J.  6. 
Hill.       Charles,       Pine       Island. 

Minn.     8. 
Hill.  L  L..  616  Madison  St..  New 

York  City.    9. 
Hill.   W.   B..  507  3d  St..  Milwau- 
kee. Wis.     9. 
Hinchey.  Prank.  Humboldt  Bldg.. 

St.  Louis.    0. 
Hipke,    G.    A..    3021     Cedar    St., 

Milwaukee.  Wis.     8.  10. 
HIrsch,  Samuel,  LaSalle.  III.     8. 
Hirschman.     L.     J.,     Washington 

Arcade,  Detroit.     8. 
Hobbs.  Alice  L.,  217  W.  11th  St., 

Indiana  pol  hi.     8. 
Hodges.  D.  M.,  East  Prairie.  Mo. 

0. 
Hodgins.  Arthur  G..  242  Beretania 

St.,  Honolulu.  HawaiL     9. 
Hodgson.   Frederick  G..  319  Cen- 
tury Bldg..  Atlanta,  Ga.     7.  8. 
HoflTman,  C.  8.,  Keyser.  W.  Va.    0. 
Hoffman,  J.  L.,  Ashland,  Pa.     4. 

5. 
Hofmann,     Ottokar,    407    Argyle 

Bldg.,   Kansas  City.    Mo.     7. 
Holland,  S.  Z.,  Paducah,  Ky.    0. 
Holmes,     Rudolph    W.,     1347    N. 

State  St..  Chicago.     4.  8. 
Holt.  E.   E.,   1536  Pranklin  Ave.. 

St   Louis.     0. 
Holte,  H.,  Crookston,  Minn.     8. 
Hoombeck,    N.     B.,    Youngstown, 

111.     8. 
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Hopkins,    J.    N.t    Burnt    Prairie, 

III.     8. 
Hopkins,     M.     J..     3558     Llndell 

Blvd.,  St.  Lonls.     0. 
Horrell.  C.  B.,  Galesbnrg,  111.     8. 
House,  Chas.  F.,  PainesTille,  Ohio. 

6. 
Howard.  Chas.  E.,  Benton.  Ky.  0. 
Howe.  J.  D.,  53  Union  St.,  Pltts- 

fleld.  Mass.     6. 
Howell,     W.    H.,    831     6th    Ave.. 

Altoona.  Pa.     0. 
Hubbard,  H.  V.,  420  Central  Ave.. 

Plainfleld.  N.  J.    6. 
Hugglns,     Walter     L.,     1626     In- 
graham  St.,  Los  Angeles.  Cal. 
Huggins,   R.    R.,   483   S.   Atlantic 

Ave.,  Pittsburg,  Pa.     0. 
Hull,    Edw.    T..    2420    7th    Ave., 

New  York  Cnty.     0. 
Humiston,    Wm.    H.,    Rose    Bldg.. 

Cleveland,  Ohio.     4.  6. 
Humphrey,    J.    F..    58    Phlla.    St.. 

Saratoga  Springs.  N.   Y.     4.   «. 
Hunner.   Guy    L.,    2305    St.    Paul 

St.,  Baltimore.     4.  6.  7.  0. 
Hunt,    Ernest   L..    771    Main    St., 

Worcester,  Mass.     6. 
Hupp,  F.  L.,  Wheeling,  W.  Va.     8. 
Iluson,    Florence,   506   Cass   Ave., 

Detroit.     4.  6.  7. 
Hutchinson.  C.  P.,  88  Central  St., 

Aubumdale.  Mass.     6. 
Hyde.   Harriet   Baker,  Greenwich. 

Conn.     6. 
Hynes,  B.  M..  2005  Victor  St..  St 

Lonls.     0. 

Ickes,  E.  M..  Fremont,  Ohio.     6. 
Ihne.  A.  J..  Fosterburg.  111.     8. 
111.  Charles  L..  180  Clinton  Ave.. 

Newark,  N.  J.     7. 
Ill,     Edw.     J..     1002     Broad    St., 

Newark.  N.  J.     9. 
Ingalls,  O.  H..  126  Paul  Gore  St., 

Jamaica  Plain,  Mass.     6. 

Jacob.  Lonls  H..  Philadelphia.    0. 
Jacobs.  A.  C.  Elmore.  Minn.    8. 
Jacobus.  Arthur  M.,  131  70th  St.. 

New  York  City.     6. 
Jacobson.    Henry,    705    Olive    St., 

St.  Lonls.     0. 
Jacobfion.  J.  H.,  230  Michigan  St., 

Toledo.     0. 
Jack.  Harvey  P..  Canistco.  N.  Y. 

4,  6,  7,  8.  9. 
Jackson,    A.    J.,   Matawan,    N.    J. 

6. 
Jackson,  Daniel  F..  Jenkins  Bldg., 

Pitubnrg.     7. 
Jamieson.   R.   C,   147   Park   Ave., 

Detroit.     4.  6. 
Janson,  S.  A..  Chicago.     8. 
Jeffries.  W.  G.,  Leon.  lown.     8. 
Jenkins,  J.  T..  Carthage.  111.     8. 
Johnson.  Burt  C.  1404  Main  St.. 

Buffalo,  N.  Y.     9. 
Johnson,  F.  P..  3744  Finney  Ave.. 

St.  Louis.     0. 
Johnson,  O.  A.,  Moberly.  Mo.     0. 
Johnson,    H.    L.    E..    1821    Jeffer- 
son PI..  N.-W.,  Washington.  D. 

C.     4.  5.  7.  0,  0. 
Johnston.  J.  A..  66  Hollcstor  St., 

Cincinnati.     0. 


Johnson,    Joseph    Taber.    1728    K 

St.,  Washington,  D.  C.     7. 
Johnson,    Ray    H.,    449    Franklin 

St.,  Buffalo,  N.  Y.     7. 
Johnson,     W..     49     Chapel     St., 

Augusta,  Me.     6. 
Johnson,  W.  S.,  304  Story  Bldg.. 

Los  Angeles,  Cal.     8. 
Johnston,  J.  A.,  66  Hollester  St., 

Cincinnati.    5,  6. 
Jonas,     A.     F.,     Brandeis     Bldg., 

Omaha.     5. 
Jones,   David   X.,  Gaylord,   Minn. 

5. 
Jones,  E.  II.,  Weyauwega,  Wis.  8. 
Jones,  J.   D.,  Groton,  S  .D.     8. 
Jones,     Margaret     M..     2329     S. 

Trumbull  Ave..  Chicago.     8. 
Jones,    Mary    Scott,    1070    Boyls- 

ton  St.,  Boston.     6. 

Kaan,  G.  W..  162  Asplnwall  Ave.. 

Boston.     6. 
Kahn.   Maurice.   4624   S.  Ashland 

Ave.,  Chicago.     8,  0. 
Kane,    Elisabeth.    11    S.    2d    St., 

Memphis,  Tenn.     8. 
Kasten,  W.  C,  Fort  Madison.  la. 

0. 
Keefer,  Jane  R..  Sterling.  III.     8. 
Keehn,  G.  A.,  2702  N.  Grand  Ave.. 

St.  Louis.     0. 
Kelm.  Wm.    F..  7  RosevlUe  Ave., 

Newark.  N.  J.     9. 
Keller.   Franklin  J.,   379   ToUwa 

Ave.,  Paterson,  N.  J.     9. 
Keller,     J.     G.,     209-10     Wayne 

Bldg.,  Toledo.  Ohio.     8. 
Kelley.  J.  Thomas.  1312  15th  St., 

N.  W..  Washington,  D.  C.     6. 
Kelly.    Howard    A.,    1418    Eutaw 

PL,  Baltimore.     4.  6.  9. 
Kelly,  J.  W..  507  E.  Monroe  St., 

Springileld,  HI.     0. 
Kelly,  W.  D.,   Lowry  Arcade.   St. 

Paul.  Minn.    8. 
Kemble,   C.   C,    619   W.   8th    St.. 

Brie.  Pa.     7. 
Kendell,  H.  W..  Covington.  Ohio. 

0. 
Kennedy,  Bemays,  25  Willonghby 

Bldg..  Indianapolis.    0. 
Kenton,  J.   R.,   Raymond,   III.     0. 
Kepler,  C.  O.,  362  Commonwealth 

Ave.,  Boston.     0. 
Kercher.  Deino  E.,  1534  Pine  St., 

Philadelphia.  Pa.     7. 
Kern,  L.  C,  Waverly.  Iowa.     6. 
Kerr.  Wm..  Randolph.  Iowa.     0. 
Kershner,  F.  O.,  Clinton.  Iowa.  8. 
Kerwin,   W.,   4900   Laclede   Ave., 

St.  Louis.     0. 
Keyes.     J.     J.,     226     17th     St.. 

Brooklyn.     9. 
Kidder.  F.  T.,  Woodstock,  Vt.     6. 
Kleffer.  Alonzo  R.,  4268  N.  Belle 

Place.  St.  Lonls.     4.  6. 
Kier.   W.   F.,   3609   Llndell   Blvd.. 

St.  Louis.     0. 
Kiffht.    R.    S..    272    Granby    St.. 

Norfolk.  Va.     6. 
Kimball,    A.    C.    822    N.    Grand 

Ave..  St.  Lonls.     0. 
Klmbab,  F.  H.,  206  S.  Main  St., 

Rockford,  111.     8. 
Kimball.  Z.  V.,  Hillsboro.  111.     8 
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Kimbrough,    W.    C,    Deuton.    Tex. 

8. 
Klnnear,    C.    II..    602    S.    O    St., 

Tacoma,  Wash.     7. 
Kirk.    T.    T.,    4908    Liberty    Ave., 

Plttaburg,  Pa.     6. 
Klrton,  J.   R.  W..  Phoenix.  Mich. 

Kniclcerbocker.  II.  J.,  106  Genesee 

St.,  Geneva.  N.  Y.     7. 
Knight,  F.  J.,  ('harlotte,  Mich.  8. 
Konikow.    M.,    56    Brunswick    St.. 

Boston.     6. 
Koons    Philip  R..  58  W.  Main  St.. 

Mecbanicsbarg.  Pa.     9. 
Kosmak.    O.    W.     '^S    E.    93d    St., 

New  York  City.     6,   7,  9. 
Kremer,  N.  A.,  Madison,  Ind.     8. 
Krum.    A.    G.,    163    W.    18th    St., 

Erie,    Pa.      6. 
Kriisen.  Wilmer,  127  N.  20th   St.. 

Philadelphia.      4,  9. 
Kurtz.  R.  L.,  Neoga,  111.     8. 

Lambert,    De    Forest,    Tyngsboro, 

Mass.     6. 
Landry.  G.  E..  Oldtown,  Me.     6. 
Langworthy.    S.    B.,    Ryan    Bldg., 

Leavenworth,   Kan.     8. 
Lanoie,  J.   E.,  88  St.  Dennis  St., 

Montreal.  Canada.     6. 
Lanoutte,    J.    E.    A..    224    laurel 

St..  Manchester.  N.  H.  6 
Larsen.  L.  A.,  Colfax,  Wis.  5. 
Lattin.    Cora    B.,    2075    Main    St.. 

Buffalo.     0. 
Lawrence,    F.    F.,    328    E.    State 

St.,   Columbus,   Ohio.     4.   5.   6. 

7.  0. 
Leavitt.  John  F..  522  N.   8d  St.. 

Camden.  N.  J.     9. 
LeClere,  J.  B.,  Lesueur.  Minn.     S. 
Lee.    W.    G..    1251    Wilson    Ave., 

Chicago.     6,  8. 
J^f<^h.  J.  S.,  Glasgow.  Ky.     8. 
Leigh    C.  W..  3578  Sheffield  Ave.. 

Chicago.     8. 

^**2?i^°'     Rarry     Rm     Commercial 

Bldg..  Alton.  111.     5. 
Leof.  M.  v..  498  N.  4th  St..  Phila- 
delphia.    9. 
Leonard.  C.  IL,  827  2d  Ave..  De- 
troit. 
Leonard,  Charles  L.,  112  S.  20th 

St.,  Philadelphia.     7.  8. 
Leonard,   Homer   O.,    1115   Grand 

St.,  Kansas  City,  Mo.     0. 
Leonard,   Milton   H..   83   Ash   St., 

S.,  New  Bedford,  Mass.    6. 
Leslie.  Jas.  F.,  Mannie,  III.     0. 
Lessig,    J.    A.,    Schuykill    Haven, 

Pa.     9. 
Lewis,   Bransford,  Century   Bldg. 

St.  Louis,  Mo.     7. 
Lewis,    H.    F..    4426    Lake    Ave., 

Chicago.     8. 
Lewis.  W.  E.,  Seaside,  Ore.     5. 
Liell,  E.  N.,  140  W.  Monroe  St., 

Jacksonville,  Fla.     4,  6,  7.  9. 
Lindley.  Walter,  1414  8.  Hope  St., 

Los  Angeles,   Cal.     5. 
LIpes.  H.  Judson.  178  Washington 

Ave..  Albany,  N.  Y.     6.  8. 
LItzenberg,  J.  C,  3137  Park  Ave., 

Minneapolis.     6,  8. 


Llvermore,      W.      H.,      Chiekasha, 

Okla.     8. 
Locke,   Eva   M.,   11    Amherst   St., 

Nashua,  N.  H.     6,  7. 
Lockhart,    Joseph    S..    837    Mas*. 

Ave.,  Cambridge,  Mass.     6. 
Lockrey.  Sarah  H..  1520  Vine  St., 

Philadelphia.     4.  8,  9. 
Longaker,    Daniel.    1402    N.    16th 

St.,  Philadelphia.     6.  7,  8. 
Long,  F.  A.,  Madison,  Neb.    8. 
Long.  Judson  H.,  E.  Moline.  III.  0. 
Longeay.   S.   M.,   Fayettevillfc,   111. 

0. 
Longenet'ker.   C.   B.,    3416   Baring 

St..  Philadelphia.     4.  6,  9. 
Loomis,  E.  E..  JanesviUe,  Wis.  6. 
Lothrop,    Earl    P.,    153    Delaware 

Ave.,  Buffalo,     N.  Y.     9,  0. 
Lowder,      Rosa     E.,      Maquoketa, 

Iowa.    8. 
Luburg,  L.   F.,  1822  Girard  Ave.. 

Philadelphia.     9. 
Luzader,  Katherlne  B..  Greenville. 

111.     6. 
Lynam.   T.    P..   3959   W.  Madison 

St.,  Chicago.     8. 
Lynch.  F.  W..  100  State  St..  Chi- 


cago.    8. 
.ynch. 


Lynch,  Jerome  M.,  58  W.  59th 
St.,  New  York  City.     7. 

Lynch.  B.  J.,  52  Courtland  St.. 
Bridgeport,  Conn.     6. 

Lyons.  J.  A..  4118  State  St..  Chi- 
cago.    8. 

Lyons,  James  H.,  Lumber  Ex- 
change, Seattle,  Wash.    5. 

McAlcxander,  R.  O.,  820  N.  Meri- 
dian St.,  Indianapolis.     6.  7.  0. 

McCalUn.  A.  E.,  Hancock,  Wis.  0. 

McCarroll,  H.  R.,  Walnut  Ridge. 
Ark.     0. 

McCay,  Mary.  SuHbury,  Pa.     8. 

McCleave  T.  C,  2200  Bancroft 
Way,   Berkeley,   Cal.     5. 

McClellan,  George  W.,  47  Main 
St.,  Canandalgua,  N.  Y.     7. 

McCowen,  Jennie.  218  W.  3d  St.. 
Davenport.  Iowa.     8. 

Mccracken.  R.  W.,  Union  Grove, 
Wis.     8. 

McCrlmmon,  F.  W.,  Butte,  Mont. 
6. 

McCuUough,  G.  T.,  HIggins  Block. 
Missoula,  Mont.     5,  0. 

McCully,  C.  H.,  421  4th  St..  Lo- 
gansport,  Ind.     8. 

McCune,  M.  Virginia.  Martins- 
burg,  W.  Va.     4,  0. 

McDonald.  Elllce,  174  W.  58th 
St.,  New  York  City.     7.  9. 

McDougald,  John  Q..  1336  Lom- 
bard St.  Philadelphia.    9. 

McEwen.  Mary  G.,  Evanston,  111. 
0. 

McFee.  W.  D.,  Haverhill.  Mass.  6. 

McGann,  Peter  J.,  Marthasvllle. 
Mo.     0. 

McGlInn.  John  A.,  113  20th  St., 
Philadelphia.     9. 

McGowen,  T.  J.,  Ylncennea,  Ind. 
0. 

McGuire.  M.  F.,  Montpeller.  Vt  0. 

McHugh.  J.  R.,  Port  Wayne, 
Ind.     8. 
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McKay,  W.  T.,  Arkansas,  Kan.  8. 
McKee.    E.    S.,    016    Nassau    St., 

Cincinnati.     6.  6,  7.  8,  0. 
McKeeman,    R.    B.,    2020    Broad- 
way, Ft.  Wayne,  Ind.    8. 
McKenney,  D.  C.  1250  Main  St., 

Buffalo,  N.  Y.,     9. 
McKenaie,     Wm.,     Conshohoclcen, 

Pa.     8. 
McLaren.  J.  L.,  648  E.  28th  St., 

Oakland.  Cal.    8. 
McLean.    Mary    H.,   4339   Delmar 

Ave..  St.  Louis.     0. 
McLurg,  Jolin.  620  Madison  Ave., 

Bay  City,  Mich.     8. 
McMenamm,      F.      J.,      Highland 

Falls,  N.  Y.     9. 
McMurray.  R.  J..  St.  Franclsyllle, 

111.     0. 
McMurtry,    L.    S.,   4   Ormsby   PI., 

LouisTille.  Ky.  4,  5.  6.  7.  8.  0. 
McNutt,  Julia  G.,   126  State  St.. 

Albany,  N.  Y.    0. 
McNutt,  Sarah  J.,  265  Lexington 

Are.,  New  York  City.     9,  0. 
McParlan,    John    P.,    1039    Madi- 
son Ave.,  New  York  City.     9. 
McPherson.   George   E.,   40   Bank 

St.,  Attleboro,  Mass.     6. 
McPherson,     Ross,     37     Madison 

Ave.,  New  York.    8,  9.  0. 
McRoberts,    W.    J.,    Hot    Springs, 

8.  Dak.     0. 
McSweeney,  J.   E.,  207  Main  St., 

Hartford,  Conn.     6. 
McVeigh,  Jas.  A..  406  Fine  Arts 

Bldg.,  Detroit.  Mich.     9. 
Macfarlane.        Catharine.        5808 

Greene  St..  Philadelphia.     9. 
Mackey,  A.  N..  Aledo,  111.     o. 
Mackintosh,    M.    Alexander.     237 

Broadway.  Paterson.  N.  J.  7 
Macpherson,  J.  D..  Akron.  N.  Y.  8. 
Maerts.    Charles.    1409    Elm    St.. 

Cincinnati.     9. 
Maley,  W.  H..  Galesburg.  111.     8. 
Mallett,   G.   H.,   244   W.    73d   St., 

New  York  City.    9. 
Manchester.    Hiram    B.,    Batavia. 

N.  Y.     6. 
Manion,  Katherine  C,  918  Corbett 

Bldg.,  Portland.  Ore.     5. 
Mann.  Fred  W..  Houlton.  Me.     6. 
Manton.    W.    P.,    52    W.    Adams 

Ave.,  Detroit.  4.  5,  6,  7,  8,  9.  0. 
March,    E.    J.,    322    S.    Cleveland 

Ave.,  Canton,  Ohio.     4.  9,  0. 
Marcy.    Henry   O..    180   Common- 
wealth  Ave.,    Boston.     4,   6,   7, 

Marshall.'  Clara.  258  S.  16th  St. 

Philadelphia.     0. 
Marshall.  N.  M..  655  Congress  St.. 

Portland.  Me.     6. 
Marshall.  R.  j.,  E.  Liverpool,  O. 

Martin,  F.  U.,  103  State  St., 
Chicago.     6. 

Martin.  Elizabeth  L..  329  S.  Dal- 
las Ave.,  Pittsburg.  Pa.     4,  9. 

Martindale,  Joseph  W.,  2303  Fed- 
eral St.,  Camden,  N.  J.    7.  9. 

Martine.  Angellne.  325  Genesee 
St.  Utica,  N.  Y.    9. 

Marvel,  Emery,  811  Pacific  Ave.. 
Atlantic  City,  N.  J.     7. 


Marvell.   Mary  W.,   243   Highland 

Ave.,  Fall  River.  Mass.     6. 
Marx.  Ella,  4161  Washington  St.. 

St.  Louis.     0. 
Mason,    C.    H..    619   Tower    Ave.. 

West  Superior,  Wis.     5. 
Massey,    G.    Betton,    901    Profes- 
sional   Bldg.,    Philadelphia.      4, 

6.  7.  9,  0. 
Mastln.  N.  W..  Wellsboro.  Pa.     6. 
Mathews.    Wm.    J..    1009    Garden 

St..  Hoboken,  N.  J.     9. 
Mattox.  E.  L.,  Swope  Blk.,  Terre 

Haute.  Ind.    8. 
Matchette,      W.      H.,      Hancock. 

Mich.     5. 
Mayberry,  E.  N..  67  Pleasant  St. 

So.  Weymouth,   Mass.     6. 
Mayland.  M.  L..  210  Central  Ave.. 

Faribault.   Minn.      8. 
Max.  C.  O.  C.  2020  S.  12th   St.. 

St   Louis.     0. 
Mayes,  J.  A.,  Denlson,  Texas.     0. 
Meek.  Edward,  Little   Rock,  Ark. 

0. 
Mershon.  G.  E..  Mt  Carroll,  111.  8. 
Metcalf,    W.    F.,    636    Woodward 

Ave.,  Detroit.     6,  7.  8. 
MIchlnard.   Paul,    Audubon    Bldg.. 

New  Orleans.     3.  5. 
Mlkkelson.  Agnes.  1943  N.  Kcdzle 

Ave.,  Chicago.     8. 
Miles,  Clarence  C,  Greenport,  N. 

Y.     9. 
Miller.  Aaron  B..  326  Montgomery 

St..  Syracuse.  N.  Y.     6.  7. 
Miller.   C.    Jeff.   1638  Jo««eph   St.. 

New  Orleans.     6,  7.  8.  9.  0. 
Miller.  G.  Brown.  1730  K.  St.  N. 

W..  Washington,  D.  C.     9. 
Miller.    Harold    A..    219    6th    St., 

Pittsburg,  Pa.     9. 
Miller,  J.  D.,  Norfolk  Bldg..  Cin- 
cinnati.    8. 
Miller.  J.  F..  Palmer.  111.    8. 
Miller,    S.    M..    209    Church    St., 

Knoxville,  Tenn,     9. 
Miller,  V.  A..  Lake  Arthur.  La.    8. 
Miller.   W.  E..  Columbus.   111.     8. 
Mills,   Henry  M.,   192A   6th   Ave., 

Brooklyn.     6.  7.  9. 
Miner.  Elizabeth  R..  Macomb.  111. 

0. 
MInnassian.   H.    A..    Flynn   Bldg., 

Des  Moines,  Iowa.    8. 
MIsslmore.  L-  E..  4969  Page  Ave., 

St.  I^uis,     0. 
Mitchell.    John    H..    Mt.    Vernon, 

111.     0. 
Mitchell.   Robert   L.,   2112   Mary- 
land Ave.,  Baltimore.     9. 
Monagan.  Chaa.  A.,  140  Grand  St., 

Waterbury,  Conn.     9. 
Monash,    D.    F..    3601    Vincennes 

Ave.,  Chicago.     6,  8. 
Montgomery.     E.     B..     Box     128. 

Quincy.  III.    8,  0. 
Montgomery.  E.  E..  1708  Walnut 

St..  Philadelphia.  4.  5.  6.  7.  8, 

9.  0. 
Montgomery,  B.  S..  109  Stratford 

Ave.,  Pittsburg.     4,  6. 
More.  C.  W.,  Eveleth,  Minn.     8. 
Morehouse,     G.      G.,      Owatonna. 

Minn.     8. 
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Moore,    A.    A.,    48    E.    31st    St., 

New  York.     4.  C. 
Moore,  G.  W.,  Mnnxer,  Mich.     8. 
Moore,  P.  Q.,  Mmnninffton.  W.  Va. 

0. 
Moore,   B.   W.   3634  Woh.  Blvd., 

St.  LoDifl.     0. 
Morris,     Prank,     1122     Leigh  ton 

Ave.,  Los  Angeles,  Cal.     S. 
Morris.  Lewis  C.  716  N.  18th  St., 

Birmingham,  Ala.     4,  5. 
Morris,  Lewis,  Stockport,  Iowa.  0. 
Morrison,    Arthur    A..    1702    Bull 

St,  Savannah,  Qa.     7. 
Morton,  R.  J.,  Green.  Kan.       5 
Mosher.    EUsa   M..    44   Court    St., 

Brooklyn.     9,  0. 
Mosher,    Geo.    Clark.    605    Bryant 

Bldg.,  Kansas  City.  Mo.     9. 
Mullan,   E.  A..  1811  W.  21st  St., 

Chicago.     8. 
Munch,    Louise    L..    110    Ottawa 

St..  Jollet,   111.     8. 
Mnnday.    Bert.    .367    W.    23d    St., 

New  York  City.     6. 
Murphy,  Edward  M..  205  Central 

St.,  Lowell.  Mass.     6. 
Murphy,    Francis    C,    1609    Tre- 

mont  St.,  Boston.     6. 
Murphy,  J.   C,  4263  Morgan  St., 

St.  Louis.     0. 
Murray,    Grace    Peckham.    50    W. 

45th  St.,  New  York  City.     6. 
Myers,  J.  F.,  Decatur.  Ala.     0. 

Ncale,  R.  A..  1169  La  Salle  Ave., 

Chicago.     4,  6,  7. 
Neff,  G.  R.,  Farmlngton,  Iowa.  0. 
Nelson,  D.  T..  2400  Indiana  Ave., 

Chicago.     2,  6,  8. 
Nelson.  N.  C.  1968  Lincoln  Ave.. 

Chicago.     8. 
Neufeld,  F..  1430  W.  3d  St..  Dav- 
enport,  Iowa.     8. 
Newbecker,      Minerva      M..      Ord, 

Neb.  6. 
Newell,   A.  J.,   623  W.   120th    St., 

(Chicago.     5. 
Newell,    F.    S.,    379    Beacon    St., 

Boston.     6. 
Newman,  Henry  P..  1560  8th  St., 

San  Dlcgo,  Cal.     4,  «,  0. 
Newman,    J.    W..    3516    Prytanin 

St.,  New  Orleans.     0. 
Newman,  Percy.  4175  Morgan  St, 

St.  Louis.     0. 
Nichols.     John     W.,     Farmlngton. 

Maine.     6. 
Nlelson,    Chas.    P.,     1509    Locust 

St.,  Philadelphia.    4,  6,  7. 
Nlelson,   E.   B.,  543  Boylston  St., 

Boston.     6. 
Noble,  Sarah  A..  Clearwater,  Kan. 

0. 
Noble,    Thomas    B.,    427    Newton 

Claypool      Bldg.,      Indianapolis. 

Ind.     6. 
Noer.  Julius.  Stonghton.  Wis.     8. 
Norrls.    R.    C,    500    N.    20th    St., 

Philadelphia.     4,   9. 
Novak,  Emll.  839  Patterson  Park 

Ave.,  Baltimore.  Md.     9.  0. 
Nowlen,  J.  A.,  Morrison,  III.     8. 


Nute,     Marlon.     36     Centre     St.. 

North  Dorchester.  Mass.     6. 
Nysewander.  Christian,  1154  14th 

St,  Des  Moines,  Iowa.     8. 

Offutt.  Lemuel,  Greensburg,  Pa.  9. 

Ogle,  Oliver  L..  St.  Louis.     0. 

O' Sullivan,  John  J.,  340  Haver- 
hill, Lawrence,  Mass.     6. 

Oelke,  E.  H.,  Wheaton.  III.     8. 

Oliver,  A.  H.,  EdwardsvUle,  111.  0. 

Olsen,  S.  H.,  Mllaca,  Minn.     0. 

Onstott,  E..  Saltsburg,  Pa.     8. 

Osborne,  Henry  M..  1825  Oak 
Hill  Ave..  Youngstown.  Ohio.  9. 

Otis,  E.  F.,  Battle  Creek.  Mich.  7. 

Oyen,  A.  B.,  1522  N.  Rockwell  St, 
Chicago.     4,   5,  6.  8. 

Oyler.  H.  S.,  Lincoln.  111.       0. 

Page,  W.  A.,  Barlow,  Ky.     a 
Paddock,    C.    B.,    3622    Michigan 

Ave.,    Chicago.      6. 
Paine,  A.  K.,  366  Commonwealth 

Ave.,   Boston.     6. 
Palmerlee,    G.    II.,    30    Columbia 

St   W.,  Detroit.     8. 
I>anton,  J.  J.,  Macleay  Bldg.,  Port- 
land, Ore.     5. 
Pantzer,   H.   O.,  88  Woodruff   PI.. 

Indianapolis.    4.  5,  6,  7,  S.  0.  o. 
Parke,  Wm.  E.,  1789  N.  17th  St.. 

PhUadelphla.     4,  9. 
Parker,   G.   A..   Southampton,   Pa. 

4.  9. 
Parman.    David   R.,   4473   Delmar 

Ave.,   St.   Louis. 
Parmlee,    Wm.    J.,    108    Calhoun 

St,  Springfield,  Mass.     6,  8. 
Parmeter,   Roland  L.,   720   Jeffer- 
son  Ave.,   Detroit,   Mich.      6. 
Parr.  S.  M.,  Carthage.  III.    8. 
Parrish.  Geo.,  Medical  Bldg.,  Port- 
land, Ore.     0. 
Parsons.  Mary,  1216  H  St.,  N.  W., 

Washington,  D.  C.     6. 
Partridge,   H.   G..   371    Broad   St.. 

Providence,   R.  I.     6. 
Paschall,    J.    B.,    Fulton,    Ky.      0. 
Pattlson.  H.  A.,  502  Trust  Bldg.. 

Rockford,  111.     8. 
Patton,   Chas.    L..   lU.  Nat   Bank 

Bldg..  Springfield.  111.     o. 
PavUk.  O.  S..  1900  Millard  Ave.. 

Chicago.     8. 
Peables,  A.  M.,  Auburn,  Me.    6. 
Peabody,  F.  B.,  Richmond,  Me.  6. 
Pearce.  W.  J.,  DodgevUle,  Wis.    8. 
Pease.  E.  A..  443  Beacon  St,  Bos- 
ton.   6. 
Peck,   EUaabeth    L.,  4113   Walnut 

St..  PhUadelphla.     7. 
Peck.   Geo.   A.,   New   Rochelle.   N. 

Y.     0. 
Peckardt,    Kate    E.,    411    W.    63d 

St.,  Chicago.     8. 
Peery,    Trusten    P..    Yuba    aty. 

Cal.     5. 
Pedlgo.  S.  E.  G..  Marshfield,  O.  8. 
Penn,   Geo.   T.,    1928   E.   Sprague 

Ave.,  Spokane.  Wash.     5. 
Perekhan.    J.    S.,    2600    Indiana 

Ave.,  Chicago.     8. 
Perry,     Alexander,     Jr.,     406     N. 

Weber    St.,    Colorado    Springs, 

Colo. 
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Peterman,  A.  L.,  Parker,  S.  D.  8. 
Peterson,     Rueben,     Ann     Arbor, 

Mich.     6,  7.  »,  0. 
Petry,  Wm..  325  S.  Orange  Ave., 

Newark,  N.  J.     4.  5. 
Pfaff.    O.    O.,   338    Newton   Clay- 
pool  Bldg.,  Indianapolis.    6,  7. 
Phifer,    C.    H.,    3658    Went  worth 

Ave.,  Chicago.     8. 
Pitts.  Herman  C.  210  Benefit  St., 

Providence,  R.  I.     6,  9. 
Piatt,  J.  S..  913  Military  St.,  Port 

Huron,   Mich.     6. 
Polak,  John  O.,  287  Clinton  Ave., 

Brooklyn.     4,  6,  7.  9. 
Polk.  W.  M.,  7.  E.  36th  St.,  New 

York  City.     6. 
Porter.     Wm.     D.,     2527     Gilbert 

Ave.,    Cincinnati.      7. 
Potter,     Ellen     C,     5138     Wayne 

Ave.,  Philadelphia.     7. 
Potter,   I.   W.,   420   Franklin   St., 

Buffalo,   N.  Y.     9.  0. 
Potter.    Marjory    J.,    437    3d    St. 

Niagara  Palls.  N.  Y.     0. 
Potter,  Marion  Craig.  1487  South 

St..  Rochester,  N.  Y.     9. 
Potter,     W.     W.,      238    Delaware 

Ave.,  Buffalo.  N.  Y.     6,  9. 
Potts.  F.  L.,  Toluca,  111.     0. 
Poucher,  J.  Wilson,  ,^9  Mill  St., 

Poughkeepsle,  N.  Y.     6. 
Powell,     Cuthbert.     1632     Wei  ton 

St..  Denver.     9. 
Powell,    Ignatius   W.,    Grand   and 

Easton  Ave.,  St.  Louis.     0. 
Powell.  James  M.,  Granite  Block, 

Spokane,  Wash.     .">. 
Powers,  F.  H.,  34  W^ashlngton  St.. 

Chicago.     8. 
Price.  A.  D.,  Harrodsburg,  Ky.     2. 

4,  C. 
Price,    Joseph.    241    N.    18th    St.. 

Philadelphia.     4,  6,  7. 
Pringle.    W.    N..    413    Locust   St.. 

Johnstown,  Pa.     3.  4.  5. 
Pula,  A.  J.,  Wells  Bldg..  Milwau- 

kce    Tl^is      8 
Purtnton,  H.  H.,  Kennebunk.  Me. 

6. 
Pumell.  Caroline  M.,  132  S.  I8th 

St.,   Philadelphia.     4.  9. 
Putney.    George    E.,    Paynosvllle, 

Minn.    6. 
Putt,  Maurice  Q.,  Oberlln,  Pa.     9. 

Quavle,  John  H..  11 10  Euclid  Ave.. 
Cleveland,  Ohio.     9. 

Raab.  Ernest  P..  301  8.  nigh  St., 
BellevUle.  III.     7,  0. 

Rafferty.  H.  N..  Roblson.  111.  .l,  6. 

Rambo.  D.  T..  Chllllcothe.  la.     8. 

Randle.  H.  T..  Clayton.  Mo.     0. 

Ray,  E.  S.,  Hamden  Jet.,  O.     8. 

Ravmer,  Henry  S.,  Cedar  Rapids. 
Iowa.     5. 

Read,  A.  J..  R.  F.  D.  No.  1.  Bat- 
tle Creek,  Mich.     8. 

Read,  Flora  A.,  Fond  du  Lac, 
Wis.     8. 

Reddick,  J.  T..   Paducah,   Ky.     6, 

Redfleld,  C.  I..  42  E.  Main  St., 
MIddletown,  N.  Y.     4.  6. 


Reed,  Charles  A.  L.,  2824  Melrose 
Ave.,  Cincinnati.     6,  9. 

»««^;  T.  Eben,  25  Court  St.,  New 
Britain.   Conn.     6. 

^^fl?'  %***?■  ?*••  ®®^  Wentwortb 
^  St..  Charleston.  S.  C.     6. 
R^se     F.    D.,     Cortland,    N.    Y. 

^^Sifllj?-,  F."   1®^  ^'-    13th   St.. 

Philadelphia.     4,  5    6 
Renaud,    J.   T.    U..    5021    Cottage 

Grove  Ave..   Chicago,     g.    ^ 
Ke5«««f.   O-    W.,   1009  Center   St.. 

Ashland.  Pa.     9 

^ff'^'&n^'fu?"  2003  Diamond 
St.,  Philadelphia.     9. 
Reynolds.  E..  §21  Dartmouth  St 
^  Boston.  Mass.     6,  7.  ' 

Reynolds,  G.  P.,  Alameda.  Cal.  5. 

"*^vo^il  ^***°^    ^^^^    Cabanne 
r^i^^  ?S'  Louis.     0. 
Rce.  E.  E.   Shawnee,  Okla.    8. 
Richards,   J.   n.,   Fallslngton,    Pa. 

Richardson.   Emma  M..  581   StPv- 
^  ens  St..  Camden,  N.  J.     4   o 

R^"*v;o,Fv  ^'   ,248    Mulberry 
St.,  Newark,  N.  J.     8. 
Richmond.  W.  W..  Clinton.  Ky.  5 

rin,,  Kmn.  im  ^t»u.  sf .  Chicago.' 

niKv      Kiiirth^.tjj      A.,      310      Bav 
_Statt>   Rd.    l\f,nU,fu      *j  *^ 

lltPk.    Wlntlirop    a..    ?5mte    Home 

nil"     ^J?'^**     ^-     ^02     Bryant 
ti.PJ*^*^-.  *?**"*»  *"lty.  Mo.     0 
^'*wmu^***   ^-  J-**^^'-  4th  St.. 

^''t^^^J^Ji^i'*^'  ^^'^  f*^***-  <^»eve- 
ifttia.  Ohio,     S. 

Kan   Antonlu.   Tems.     0. 
Rob^-Ks,    rora    B.    SviNHeate    Ar- 

cade.  MJnuoapolls.  Minn.     6 
Robinson.  J.  B..  Mt.  Vernon.  li.  «. 
Robinson.    J.    f.,    Manchester.    \ 

a.     6. 
Rodl.  C.  H.,  Calumet.  Mich.     8 
Rodman.  W.  W..  Pierce  City.  Mo. 

Rogers.  H.  C.  Primghar.  la.     8 
Rogier,  Henry  O.,  Mason  City.  Ill 

Rose,  F.  M.,  Gooding,  Ida.     .' 
Rose,  Frances  E.,  218  Paulsen  St . 

Spokane,  Wash.    5. 
Rosenthal.  Max..  26  W.  90th  St.. 

New  York  City.     9.  0. 
Ross,    D.    C.    1430   Lipscomb    St.. 

Fort  Worth.  Tex.     9. 
Rothrock.    J.    L..    235    Lowrv    .\r- 

cade.  St.  Paul,  Minn.     6.'  7.  o. 
Rotter.  Chas.  F.,  1910  Arsenal  St.. 

St.   Louis.     0. 
Royster,  II.  A.,  Tucker  Bldg..  Ral- 
eigh, N.  C.     6. 
Rubin.    Geo.,    92    Stato    St..    Chi. 

cago.      8. 
Rumpf.     William     IL.     Faribault. 

Minn.     .•>. 
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Rask,     Elisabeth.     4241     Delmar 

Blvd..  St.  Louis.     0. 
Rugsell,  .1.  M..  MoDett.  Mo.     8. 
Russell.  Rose  A.,  Granite  City.  111. 

0. 
Russell,     Wm.     W..     1208    Eutaw 

PI..  Baltimore.     4,  9. 
Ryan,   Granville  N..  312  Citizens' 

Bank  Bidg..  Des  Moines.  Iowa. 

7. 
Ryland,  C.  T.,  I^xlnifton,  Mo.     0. 

Sadler.  Lena  K..  100  State  St.. 
Chicago.     8. 

Sahlender,  Otto  L.,  321  W.  Grand 
Ave..  St.  Louis.     0. 

Sampson.  John  A..  180  WashluR- 
ton  St.,  Albany.  N.  Y.     4,  6,  0. 

Samuels.  A.,  2o63  McCulloh  St., 
Baltimore.     8. 

Sanders.  T.  C.  22%  E.  Main  St., 
Shawnee.  Okla.     8. 

Sanders,  W.  H..  154  St.  Francis 
St.,  Mobile,  Ala. 

Sands.  T.  B..  220  W.  Main  St.. 
Battle   Creek,   Mich.     0. 

Sanes.  K.  I.,  610  Jenkins  Bldff.. 
Pittsburg.     4.  6.  7.  9.  0. 

Saunders,  Charles  A..  Taylor 
Bldff..  Norfolk.   Va.     6. 

Saunders.  George,  1303  Tower 
Ave..  Superior.  Wis.     8. 

Sawyer,  Chas.  J.,  Windsor,  N.  C. 
0. 

Scanland.  J.  M.,  Warm  Springs, 
Mont.     8. 

Scanlan.  Thomas  J..  65  McLen- 
nan St..  Dorchester,  Boston.     6. 

Scarnecrhia.  Joseph.  259  E.  Fed- 
eral St.,  Toungstown,  Ohio.     9. 

Sears,  Frederick  W..  709  S.  War- 
ren St.,  Syracuse,  N.  Y.     7. 

Schaefer.  P.  H.,  Carpenter  Bldg., 
Burlington,   Iowa.      8. 

Scheel.  A.  M..  Belleville.  111.     0. 

Schenck.  B.  R.,  502  Washington 
Arcade,   Detroit.     8.   9. 

Scherck,  Henry  J.,  309  Century 
Bldg.,  St.  I^uis,  Mo.     6. 

Schick.  M.  F..  401  Washington 
Blvd.  W..  Ft.  Wayne,  Ind.     8. 

Schiller,  Hellodor,  4705  Woodlawn 
Ave.,  Chicago.     8. 

Schlosstein.  A.  G.,  3153  Longfel- 
low Blvd.,  St.  Louis.     0. 

Schmeling,  A.  F.,  Columbus,  Wis. 
9,  0. 

Schmidt.  Marie,  3210  W.  22nd 
St.,  Chicago.     8. 

Schoenberg,  Albert  J.,  2432  Lin- 
coln   Ave..    Chicago.      0. 

Schowalter,  V.  M..  Pt.  Clear,  Ala 
8. 

Schroetcr,  Ludwig,  415  Franklin 
St.,   Buffalo,  N.  Y.     9. 

Schuffell,  H.  M.,  314  S.  Cleveland 
Ave.,  Canton,  Ohio.     6. 

Schulz.  Edward,  1725  S.  7th  St., 
St.  Louis.     0. 

Schulee,  George.  428  S.  Oak  St.. 
Owatonna.   Minn.     8. 

Schultx,  Samuel,  Cold  Water, 
Mich.     8. 

Schumann.  Edward  A..  15  Pel- 
ham  Rd..  Philadelphia.     6,  9. 


Schwarz,  Henry,  440  N.  Newstead 

Ave..  St.  Louis.  Mo.     9.  0. 
Schwelkart.   Fredk.   J.,   26  Victor 

PI.,  Elmhurst.  N.  Y.    9. 
Scott,  James  M..  Falrmonnt  Ave.. 

St.  Louis.     0. 
Scull.  L..  Eleanor.  168  S.  Hohman 

St.,  Hammond,  Ind.     8. 
Scull,    Wm.    B..    .3024    Richmond 

St.  Philadelphia.     9. 
Seegar,    J.    K.    B.    E.,    1529    Park 

Ave..  Baltimore.     9. 
Seiss,  F.  H..  Taneytown.  Md.     9. 
Sellers.    I.    J.,    Bank    Bldg..    Bir- 
mingham. Ala.    6,  7. 
Sellman.   W.   A.    B..   5   E.    Biddle 

St..  Baltimore.     4.  6.  7. 
Seymour      F.     E.,      Fort     Dodge. 

Iowa.     5. 
Shafer.  H.  O.,  1201  N.  Clark  St., 

Chicago.     0. 
Shafer,     Winfleld     S.,     Rochester. 

Ind.     0. 
Shanahan.  T.  J.,  11  Harvard  St.. 

Brookllne,   Mass.     6. 
Shawl.  J.  L.,  Onarga.  HI.     0. 
Shelly,  B.  T..  6th  and  Commercial 

Sts..  Atchison.  Kan.     5. 
Shepherd.    Tincent.    45    Whitaker 

St.,  Dupont.  Ind.     8. 
Sherman,  B.  H..  Dexter.  Iowa.    8. 
Shilllto.    Nicholas.    501    Diamond 

Bank  Bldg..  Pittsburg.  Pa.  4.  8. 
Shlmer.   Sterlins   D..   313   Buskill 

St..  East  on.  Pa.     9. 
Shlenker,     Milton     A..     8804     St. 

Charles  Ave..  New  Orleans.     O. 
Shobe,  H.  G.,  Jefferson  City.  Mo. 

8. 
Shoemaker.  G.  E..   1831   Chestnut 

St..  Philadelphia.  4.  6.  7.  9.  0. 
Shoop,  Frederic  J..  230  St.  James 

PI.,  Brooklyn.     9. 
Short.  R.  B.,  T'nion  Mills.  Ind.  0. 
Shnell.  T.  J.,  Pamell.  Iowa.     8, 
Slchler.     E.     H..     508    Fine    Arts 

Bldg.,  Detroit.     8. 
Sigglns.  James  B.,  217  Center  St.. 

on  CItv,  Pa.     7.  8. 
Sights.    H.    P..    Asylum.    Hopkins- 

vllle,  Ky. 
Slgmond,   Harvey  W.,   Crawfords- 

ville,  Ind.     0. 
Silver.    M.    E.,    530    Brush    Ave.. 

Detroit.     8. 
SImms.  B.  B.,  Talladega.  Ala.     6. 
Simpson.    F.    F.,    1112    Bessemer 

Bldg..  Pittsburg.  Pa.  4.  6.  7.  9. 

0. 
Singer.  Jacob  Jesse.  1027  N.  11th 

St..  St.  Louis.     0. 
Sisler,  G.  W..  Water  Valley.  Miss. 

6. 
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Wiggin,   F.   H.,  26  Jamaica  Ave., 
New  York  City.     4.  5. 
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